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FOREWORD 


HE QUARTERLY REVIEW OF SURGERY provides a systematic plan, organized 

for the purpose of making available a concise and authoritative presenta- 
tion of the current progress, trends, and attitudes in all branches of surgery, 
Compiled from every dependable source, this plan covers all state, national, and 
special journals as well as the bulletins, reports, etc., of the clinics and hospitals, 
Presented briefly but without sacrificing any essential detail, these highly 
significant data are further enhanced by comments of the members of the Edi- 
torial Board, based upon and summarizing their own clinical experiences as 
well as those of other recognized authorities. All data are classified and pub- 
lished under the following headings: 


1. Anesthesia and Analgesia 19. Lung 38. Genitourinary Surgery 
2. Pre- and Postoperative 20. Mediastinum 39. Gynecologic Surgery 
Therapy zi. oe 40. Vascular Surgery 

3. Surgical Technic Pg ——- 11. Arteries 
4. Surgical Infections 23. Breast 12. Veins 
5. Tumors 24. Diaphragm 43. Orthopedic Surgery 
6. Neurosurgery 25. Abdominal Surgery 44. Fractures 
7. Skull 26. Abdominal Wall 45. Dislocations 
8. Brain 27. Hernia 46. Bones 
9. Spine and Spina! Cord 28. Peritoneum 47. Joints 
10. Peripheral Nerves 29. Stomach and Duode- 48. Tendons 
11. Sympathetic Nervous num 49. Amputations 
System 30. Smal! Intestines 50. Traumatic Surgery 
12. Head and Neck 31. Appendix 51. Burns 
13. Oral S 32. Colon and Rectum 52. Shock 
a ae 33. Intestinal Obstruction 53. Transfusions 
\4. Plastic Surgery 34. Anus ak ae 
‘ , pice o3 54. Wounds 
5. Thyroid and Parathyroid $5. Liver and Biliary SS Diieeee Seeenty 
6. Thoracic Surgery ; Tract —_ ” el ger) 
17. Chest Wall 36. Pancreas 56. Experimental Surgery 
18. Pleura 37. Spleen 57. Miscellaneous 


It is believed that this plan will assist the reader to locate quickly the articles 
of current interest and will prove most helpful in making readily available the 
references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there will be pub- 
lished references to current articles not abstracted. 

The suggestions and comments of our readers will be gratefully received. 

Henry N. Harkins, M.D., Department of Surgery 
Johns Hopkins Hospital, Baltimore, Marvland 
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Anesthesia and Analgesia 


DEMEROL IN SURGERY AND OBSTETRICS 
C. Georce Hori and Simon Gop 


Montreal, Can. 
Canad. M.A.J., 51:509-17, Dec. 1944 


Demerol is being used as a substitute for morphine in the treat- 
ment of postoperative pain and is particularly used in obstetrics. It 
is less of a respiratory depressant, causes no mental depression, no 
urinary retention and no constipation. Its toxicity in ordinary thera- 
peutic dosage is low, even on intravenous injection, and its addiction 
liability probably less than with morphine. 

The average patient receiving general anesthetic is given 100 mgm. 
of demerol with gr. 1/100 to gr. 1/150 of scopolamine intramuscularly 
one bour before the operation. ‘Those receiving spinal anesthetics 
were given 100 mgm. of demerol with gr. 1/100 of scopolamine one 
and one-half hours before the operation and another 100 mgm. of 
demerol one-half hour before operation. If not sufficient, 50 mgm. 
additional is given during the course of the operation. 

In combination with nembutal, demerol 100 to 150 mgm. is given 
parenterally with gr. 114 to gr. 3 of nembutal orally, especially to 
209 
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patients receiving spinal anesthesia; or demerol 100 to 150 mgm. is 
given alone, particularly to those receiving general anesthesia. It is 
emphasized that when demerol is given intravenously, it must be in- 
jected slowly, taking at least two minutes to inject 100 mgm. (2 cc.). 

Demerol used in 200 patients for postoperative analgesia, admin- 
istered in a dosage of 100 mgm. every three hours, did not give relief 
from pain in 97 patients and more demerol or morphine had to be 
given. Eight received 600 to 700 mgm. (12 to 14 cc.) within the first 
twelve hours after operation and 57 received 500 mgms. (10 cc.). 
The analgesic value of 100 mgm. of demerol seems to be equivalent 
to gr. 1/6 of morphine. 

‘Twenty-five obstetrical patients received at onset of labor demerol 
100 mgm. every four hours and 25 obstetrical patients received dem- 
erol 100 mgm. with scopolamine gr. 1/150 every four hours.  Forty- 
two of the 50 babies cried spontaneously and 8 required resuscitation. 
The authors think that demerol with scopolamine is more effective. 

Colicky intestinal pain and menstrual cramps are especially amen- 
able to demerol. No harmful effects were observed in 2,000 injections. 
44 references. 


MEDIASTINAL AND SUBCUTANEOUS EMPHYSEMA FOL- 
LOWING INTRATRACHEAL INSUFFLATION: REPORT 
OF A CASE 


T. F. THornton, Jr., W. E. Apams and H. M. Livincstoni 


Univ. of Chicago School of Medicine, Chicago, III. 
Anesth. & Analg., 23:177-88, Sept.-Oct. 1944 


Various methods have been used for intratracheal anesthesia at 
the University of Chicago; a semiclosed system with a partially opened 
exhaling valve to prevent overinflation of the lung has been used in 
thoracic surgery for the past ten years. Intratracheal anesthesia _ has 
also been used for other types of operation, including operations 
“around the head.” In some cases, another semiclosed method has 
been used by means of a smaller rubber tube inserted into the intra- 
tracheal tube, using the smaller tube for introducing the anesthetic, 
and “the remaining lumen” of the larger tube for escape of the gases. 
In the ordinary course of an intratracheal anesthesia, a very high posi- 
tive pressure is not employed, but if resuscitation of the patient be- 
comes necessary, oxygen is given under pressure or manual pressure 
is exerted on the bag (in a closed system). ‘This may result in rupture 
of an alveolus. 

In the case reported, the patient was a boy 10 years of age operated 
on for tumor of the brain under intratracheal insufflation anesthesia. 
A small rubber tube was inserted into the intratracheal tube for in- 
duction of the anesthetic (ether). The patient became cyanotic during 
operation, and a Y tube was used to add oxygen to the ether vapor. 
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This relieved the cyanosis. ‘Tachycardia and rapid respiration de- 
veloped and administration of oxygen was necessary after the opera- 
tion. ‘There was no evidence of pneumothorax, but subcutaneous 
emphysema in the neck and over the thoracic wall developed in twenty- 
four hours. ‘The patient died on the fifth postoperative day; autopsy 
showed extensive bronchopneumonia. 

In this case no exhaling valve was used, because the escape of 
gases was provided for through the intratracheal tube; as the patient 
was a child, a relatively small tube was used and this was “‘prone to 
become plugged”’ because of its small lumen. With the use of the Y 
tube ether vapor was introduced through one arm under a pressure 
of 5 to 15 mm. of mercury, and oxygen through the other arm under 
pressure of 5 mm. mercury. In this way the intrabronchial pressure 
would be “markedly elevated.’ In this case the subcutaneous em- 
physema developed without pneumothorax and was probably not the 
cause of the death of the patient. But if a pneumothorax should de- 
velop as a result of increased intrabronchial pressure under intra- 
tracheal anesthesia, the patient might become moribund before the 
condition was recognized and treatment instituted. 

In order to control the intrabronchial pressure more accurately, 
the authors now employ a simple mercury manometer, acting as an 
exhaling valve, and set at 5 to 15 mm. mercury. <A water manometer 
set at a similar level might also be employed. 


CONTINUOUS SPINAL ANESTHESIA — OBSERVATIONS ON 
1,000 CASES 


JoserH MAGNANO 


Middlesex Hospital, Middletown, Conn. 
Connecticut M. J,, 8:743-47, Nov. 1944 


Since 1928, spinal anesthesia has been employed in over 8,197 
cases at the Middlesex Hospital; the one dose method was used in 6,000 
of these cases, and continuous spinal anesthesia in 2,197 cases. Since 
August 1941, the continuous method has been used for all spinal 
anesthesias. With this method a special mattress is employed, with a 
cut-out 7 inches in length that comes under the lumbar spine when the 
patient is supine. A very flexible lumbar puncture needle is used 
which remains in place after it is introduced into the subarachnoid 
space. Novocain dissolved in cerebrospinal fluid is employed as the 
anesthetic agent; for short operations 300 mg. is dissolved in 6 cc. of 
spinal fluid, for long operations 500 mg. in 10 cc. The spinal punc- 
ture is made with the patient in the right lateral decubitus position, 
and 2 to 3 cc. of the anesthetic injected before the patient is turned on 
his back with the needle in the center of the cut-out in the mattress. 
The patient is kept in 5 degree Trendelenburg position until the 
desired level of anesthesia is obtained. If this level is not obtained in 


212 QUARTERLY REVIEW OF SURGERY 





ten minutes after turning the patient, an additional | cc. of the anes- 
thetic solution is injected. When anesthesia has been well established, 
it can be maintained by small fractional injections—usually 50 mg. 
procaine. An anesthetist who is experienced in the use of this type 
of anesthesia can usually space the injections so as to provide “‘ideal” 
abdominal relaxation throughout the operation. 

In the first 1,000 cases in which this type of spinal anesthesia was 
used, the age of the patients varied from 15 days to 90 years. The 
length of the operation varied from about 5 minutes for incision and 
drainage of an abscess to 6 hours for a subtotal gastrectomy; 50 mg. 
of novocain were employed for the former, and 1,100 mg. for the 
latter. ‘The smallest dose of novocain employed in any case was 37.5 
mg. in the infant 15 days old, operated on for release of a volvulus. 
The largest dose was 1,450 mg. in a patient 23 years of age, weighing 
105 lb., operated on for resection of the splenic flexure of the colon. 
Even this amount did not give satisfactory anesthesia, which was ob- 
tained only by the use of | per cent pontocaine (15 mg.) and 3 cc. of 
10 per cent dextrose with the patient in 10 degree Trendelenburg 
position; the operation was completed with this drug. 

The operations done included 406 appendectomies, in which the 
average dose of novocain was 157 mg., the maximum 500 mg. In 51 
cholecystectomies the average dose of novocain was 283 mg. 

There were no deaths in this series that could be attributed to the 
anesthetic; there were 34 deaths in the series of 1,000 operations; the 
average time elapsing between operation and death was 14.7 days; the 
average age of patients who died was 69 years. With any other method 
of anesthesia the author believes that the mortality would have been 
greater. Headache occurred in the postoperative period in 5.8 per 
cent; in most cases it was promptly relieved by administration of 
aspirin and lowering the patient’s head. Urinary retention requiring 
catheterization occurred in 9.6 per cent; an incidence of this complica- 
tion not higher than that observed with one dose spinal anesthesia. 
Postoperative backache was noted in 7 cases, relieved by the local ap- 
plication of heat. There were 11 cases of pulmonary complications 
(1.1 per cent), including | case of atelectasis, 8 cases of bronchopneu- 
monia, | case of type III pneumonia, and 1 case of pulmonary embol- 
ism (fatal). 

The method of continuous spinal anesthesia has the advantage over 
the one-dose method in that the amount of anesthesia used can be 
individualized and regulated throughout the operation; the drug em- 
ployed can be changed if necessary. ‘The blood pressure fluctuation 
is less with the continuous than with the one-dose method of spinal 
anesthesia. 


REFERENCES TO CURRENT ARTICLES 
The Problem of Anesthesia in War Surgery. E. Costa Franca Mondadori. 
Anesth. & Analg., 23:120-4, May 1944. 
The Use of Pentothal Sodium for Endoscopy. J. D. Spaid, Dayton, Ohio. 
Anesth. & Analg., 23:82-5, March-April 1944. 
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Anoxia Began with Aristotle. Howard Dittrick. Anesth. & Analg., 23:88, 
March-April 1944. 

Fatalities in Anesthesia. H. J. Shields. Canad. Hosp., 21:36, April 1944. 

Variations of the Male Sacrum. Their Significance in Caudal Analgesia. Gordon 
§. Letterman and Mildred Trotter, St. Louis, Mo. From the Department of 
Surgery and the Department of Anatomy, Washington University School of 
Medicine. Surg. Gynec. & Obst., 78:551-55, May 1944. 

Local Anesthesia in Maxillofacial Surgery. A. R. Seidel, Dental Service, Presby- 
terian Hospital of New York. Surg. Clin. North America, 24:480-84, April 
1944. 

The Physiology and Application of Re-breathing in Anesthesia, Mckesson’s 
Apparatus. H. B. Henderson. Dent. Gaz., Lond., 10:282, March 1943-44. 

Report on the Use of Intravenous Anesthesia (Observaciones sobre el uso de 
la anestesia intravenosa). J. A. Lavergne. Bol. Asoc. med. nac. Panama, 
5: No. 13:24-27, Sept. 1943-44. 

Anesthesia in a Small Hospital; A Review of the Methods Used for a Period 
of One Year. M. A. Brennecke. Hawaii M. J., 3:159, March 1943-44. 

Study of 500 Anaesthesias with Discussion of Complications. H. N. Cooper. 
North N. Y. M. Ann., 1:33-5, April 1944. 

High Dilution Pentothal Sodium for Sedation, Narcosis and Anesthesia. A 
report of Fifty Cases. Herman Lenowitz, Henry I. Lipson and Ernest J. 
Stevens (Capt., M.C., A.U.S.), Hines. Ill. From the Department of Anes- 
thesiology, Edward Hines Veterans Hospital. Anesth. & Analg., 23-78-81, 
March-April, 1944. 

Effect of Chloroform and Ether on Striated Muscle. Clara Torda. From the 
Department of Pharmacology, Cornell University Medical College, New York, 
N. Y. Anesth. & Analg., 23:74-77, March-April, 1944. 

Pentothal Sodium in North Africa; 2,500 Administrations at a Base Hospital. 
E. S. Curtiss (Major, R.A.M.C.). Lancet, 1:822-23, June 24, 1944. (Pentothal 
sodium used as the sole anesthetic, with adequate premedication, in 2,500 
operations at a base hospital. For operations not over fifteen minutes, a 
single dose technic was used; for longer operations a repeated dose technic. 
Patients with hemorrhage, shock and toxemia required smaller doses than 
other patients. There were no deaths.) 

The Use of Cyclopropane in the Field. Rex Binning (Major, R.A.M.C.). Brit. 
M. J., 1:620-21, May 6, 1944. (Reports the use of cyclopropane anesthesia in 
approximately 1,200 cases in a Field Surgical Unit. It was found to be 
of special value in penetrating wounds of the abdomen, thoraco-abdominal 
wounds and “bad risks.” With the machine used, 270 gallons of cyclopropane 
were sufficient for 120 operations.) 


2. Pre- and Postoperative Therapy 


AN ANALYSIS OF THE PULMONARY COMPLICATIONS OC- 


CURRING AFTER 579 CONSECUTIVE OPERATIONS 


D. R. T. CLENDON and F. Pycorr 


Essex County Hospital, Colchester, England 
Brit. J. Anaesth., 19:62-70, July 1944 


In 579 operations at a small Emergency Medical Service hospital 
in England, there were no postoperative deaths. The percentage of 
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postoperative pulmonary complications for the entire series was 4.6 
per cent. ‘The most frequent pulmonary complication in this series 
was bronchitis, 15 cases; there were 4 cases of atelectasis, 2 cases of 
bronchopneumonia, 2 cases of “cough,” and 1 case each of pleural 
effusion, activation of a tuberculous focus and pulmonary embolus. 
The symptoms of bronchitis began within 48 hours after operation; 
the sputum was purulent or muco-purulent; all patients were treated 
with sulfapyridine and responded well to the treatment. It is possible 
that x-ray examination in some of these cases would have shown that 
the primary lesion was atelectasis. Patients with frank atelectasis 
complained of pain or discomfort on inspiration within 48 hours after 
operation. In one case bronchoscopic “‘suction’’ was employed in 
treatment; in the other 3 cases breathing exercises and the el ho: 
tion of expectorant mixtures were sufficient to relieve the condition; 
there was no case with complete collapse of a lung. The 2 cases of 
bronchopneumonia were “thought to be associated with areas of col- 
lapse;’’ both responded well to treatment with sulfapyridine. ‘There 
were only 59 abdominal (intraperitoneal) operations in this series; 
14 of the pulmonary complications occurred in this group, an inci- 
dence of 23.7 per cent. ‘The highest incidence of pulmonary compli- 
cations was in operations for hernia, |] complications in 34 operations, 
33 per cent. Several methods of anesthesia were used in these hernia 
‘operations; the majority were given morphine and atropine followed 
by N.O and O.,; others had evipan or small amounts of ether as sup- 
plementary agents. ‘There was no difference in the incidence of pul- 
monary complications with the different types of anesthesia employed. 
There were no pulmonary complications in 20 appendectomies. 

In the 520 extraperitoneal operations, there were 12 pulmonary 
complications, an incidence of 2.3 per cent. In 400 operations on the 
ear, nose and throat, there were 8 pulmonary complications, an in- 
cidence of 2 per cent; in 120 operations for hydrocele, varicose veins, 
hemorrhoids, etc., there were 4 pulmonary complications, 3.3 per cent. 
Both nasal and oral intubations were employed in the ear, nose ‘and 
throat operations; the incidence of pulmonary complications was 
slightly less with nasal than with oral intubation. 

The findings in this series agree with those reported by others, that 
the incidence of pulmonary complications is higher in abdominal than 
in other operations. Following abdominal operations, there is limita- 
tion of the movements of the diaphragm and of the chest wall, which 
results in hypo-ventilation. ‘This can be overcome to some extent in 
cooperative patients by breathing exercises and the use of CO,; this 
hypo-ventilation is the chief factor in the causation of pulmonary com- 
plications following abdominal operations. Other factors influencing 
the incidence of pulmonary complications are the general physical 
condition of the patient and the severity and length of the operation. 
The authors have found no evidence that the type of anesthesia used 
is an important factor; ““heavy’’ premedication, which results in pro- 
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longed respiratory depression, does, however, increase the frequency 
of postoperative pulmonary complications. 

| Many anesthetists believe that the incidence of pulmonary complications is 
higher with spinal anesthesia. Continuous spinal may obviate some of this 
difficulty. Ether is preferable in this regard to some other anesthetics. The 


crux of the situation seems to be more with the anesthetist than with the type 
of anesthetic used.—Ep. | 


MASSIVE PULMONARY EMBOLISM 


HaroLtp Neunwor and S. H. Kein 


From the Surgical and Medical Services, Mount Sinai Hospital, New York, N. Y. 
J. Mt. Sinai Hosp., 11:87-96, July 1944 


In a continued and unconcluded study, forming a series of seven 
articles dealing with the problems of massive pulmonary embolism, 
this second instalment is devoted to etiology. While the pathogenesis 
of thrombosis is obscure, three main etiologic factors are considered to 
play a role in its production. ‘These are: (1) factors which alter the 
wall of the vein; (2) factors altering the nature of the blood; and (3) 
factors retarding the circulation. As for the source of the embolus, 
it is sometimes difficult, if not impossible, to determine the location 
of the thrombosis from which the pulmonary embolus originated. It 
was formerly thought that the original thrombosis in question occurred 
in the large systemic veins of the pelvis or of the lower extremities. 
Bauer came to the conclusion, based on venographic studies, that 
thrombo-embolic disease invariably starts in the deep veins of the 
lower leg. 

ger rape embolism occurs most often without clinical manifesta- 
tions of a pre-existing venous thrombosis: often the first sign of a 
thrombosis is its migration. Four hundred and five (45.2 per cent) 
of a series of 897 cases of pulmonary embolism showed neither clinical 
nor necropsy evidence of venous thrombosis. 58 references. 


INHALATION ‘THERAPY AT THE RHODE ISLAND 
HOSPITAL. A TEN YEAR PROGRESS NOTE 
ALEXANDER M. Burcess and MEYER SAKLAD 


Providence, R. I. 
J.A.M.A., 125:469-72, June 17, 1944 


Oxygen must be applied with definite tests of the method in every 
instance, and continued checks of the efficacy of the treatment must 
be carried out at regular intervals throughout its application. The 
chief reason why the routine clinical use of oxygen is so often a failure 
in hospital practice is that there is no one on the staff who is sufficiently 
interested in the work. The solution reached in the Rhode Island 
Hospital was the organization of a definite department of inhalation 
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therapy at all times responsible for satisfactory oxygen administration. 

Such a department should (1) train and supervise the required per- 

sonnel, (2) order equipment and keep it in repair, (3) supervise the 

actual application of oxygen and other gas therapy throughout the 
hospital, and (4) keep records on appropriate forms and from such 
records compile and evaluate statistics. 

At the present time the following methods are in use at this hospi- 
tal: (1) oropharyngeal insufflation; ) open box (or open top “tent’); 
(3) closed box (or closed top “‘tent’’); (4) masks; (5) positive pressure 
methods by (a) mask and (b) mac hine: (6) carbon dioxide absorption 
methods by (a) mask and (b) machine. 

In the absence. of trained personnel the oropharyngeal insufflation 
is preferable. “The open box or open “tent” method is very satisfactory 
in institutions where efficient help is available. “The neck band must 
be watched to keep a proper fit. Frequent gas analyses should be 
made. ‘This method is of special value in the treatment of infants and 
small children, in whom the neck band may be fitted about the ab- 
domen. Its use is less tiring to the patient than the use of the nasal 
catheter. For patients suffering from claustrophobia tents of any kind 
are unsatisfactory. “The closed top method is indicated where nitrogen 
decompression is desired. ‘The use of masks is of value for patients 
who can tolerate the tight fit required, and especially when therapy 
is to be of short duration. Positive pressure therapy is best accom- 
plished through a mask by a modern gas machine. Ic is difficult to 
maintain an adequately air tight system for long periods. ‘The re- 
quirements for satisfactory records are listed. Nothing is of as much 
importance as the day by day conscientious supervision of apparatus, 
when actually in use, to see that it functions efficiently. 2 figures. 8 
references. 

| The use of the nasal catheter is contraindicated in diabetes. We have had 
some serious complications from infection of the nasal passages, and one case 
developed erysipelas. It is remarkable how oxygen will relieve gas pains.—Ep.]| 

REFERENCES TO CURRENT ARTICLES 

Studies on Surgical Convalescence. I. Sources of nitrogen loss postgastrectomy 
and effect of high amino-acid and high caloric intake on convalescence. Co 
he Arthur Mullin Wright, J. H. Mulholland, V. Carabba, I. Barcham and 

J. Vinci, New York, N. Y. From the Laboratory of Experimental Surgery 
bat the Department of Surgery, New York University College of Medicine, 
and the New York University Surgical Division of the Bellevue Hospital, New 
York, N. Y. Ann. Surg., 120:99-122, July 1944. 

A Small Efficient Hood for Oxygen Therapy. Christian J. Lambertsen and 
Lincoln Godfrey, Philadelphia, Pa. From the Medical Clinic of the Hospital 
of the University of Pennsylvania. J.A.M.A., 125:492-3, June 17, 1944. 

Thrombophlebitis and Pulmonary Embolism. A. W. Allen. Kentucky M.]., 
$2:160-65, June 1944. 

The Role of Fluids Administered Orally in Causing Postoperative Distention 
Following Cesarean Section and Gynecologic Operations; Report of 100 Cases. 
B. F. Hart. J. Florida M.A., 30:426-28, April 1943-44. 
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The Anticoagulants Effective in Vivo with Special Reference to Heparin and 
Dicumarol. Armand J. Quick. Physiol. Rev., 24:297-318, July 1944. 

Propadrine Hydrochloride—A New Vasoconstrictor. Frank W. Marwin, Boston, 
Mass. Anesth. & Analg., 23:45-53, Mar.-Apr. 1944. 


3. Surgical Technic 


“SUTURE” OF WOUNDS BY PLASMA-THROMBIN 
ADHESIONS 
ForrEST YOUNG and BreNnepicr V. FAVATA 


Univ. of Rochester School of Medicine and Dentistry, Rochester, N. Y. 
War Med., 6:80-85, Aug. 1944 


Plasma-thrombin suture has been used in 69 operations on 52 
patients. ‘These include repair of traumatic lacerations, radical mas- 
tectomies, elective surgical operations and free skin grafting. The 
plasma employed is the stock pooled plasma from a plasma bank. It 
was found that if 250 units of thrombin are dissolved in 10 cc. of 
isotonic saline solution, | part of this solution will clot 4 parts of 
plasma, on an average; in some cases 600 units of thrombin were used 
in 10 cc. of saline solution; stronger solutions can be made but are 
rarely necessary in wounds of usual size. ‘The wound is first thor- 
oughly moistened with plasma, which is evenly distributed over the 
wound surfaces; thrombin solution is then sprayed on the wound with 
syringe and needle. ‘The surfaces of the wound are then “adjusted” 
quickly and held in apposition “‘steadily and evenly” for about two 
minutes, or for a period about twice as long as required for the forma- 
tion of fibrin with the solution of thrombin used. Wounds “‘sutured” 
in this way should be supported by appropriate dressings and motion 
prevented for a few days. 

The traumatic lacerations treated by this method were of a “‘rather 
minor” type, 2 to 6 cm. long. All of the 18 cases treated in this way 
healed without infection; slight separation of the wound edges oc- 
curred in 5 cases. Many of the wounds were “‘jagged”’ and irregular 
so that suture would have been dificult. “The scar was as good as with 
fine sutures. In 10 cases of radical mastectomy, the denuded chest 
wall and the under surfaces of the flaps were flushed with plasma, then 
concentrated thrombin solution (500 to 1,000 units per cc. of saline 
solution) was instilled into the wound. ‘The flaps were held in con- 
tact with the chest wall for two or three minutes, then ‘‘a voluminous 
dressing” applied. In 2 cases there was a moderate collection of fluid, 
making aspiration necessary; in 8 cases, no collection of fluid. In 
all cases the axilla formed well, and full use of the arm was obtained 
earlier than with other methods of closure of the wound. Plasma- 
thrombin “‘suture’’ has been used in 8 cases of elective surgical opera- 
tions about the face and neck where an especially fine scar was desir- 











QUARTERLY REVIEW OF SURGERY 


able. In these cases the deeper tissues were sutured with nonabsorb- 
able suture materials, and the plasma-thrombin used for skin closure, 
In all a fine “hairline” scar resulted. 

Plasma-thrombin has also been employed in 33 cases of skin graft- 
ing. In the first 22 cases plasma-thrombin was used alone for free 
split thickness grafts; where these grafts were used on “‘fresh, clean, 
surgically made wounds,” takes were obtained in 100 per cent; but 
on contaminated fresh traumatic wounds and granulating wounds from 
48 to 59 per cent of takes resulted. ‘The following method has been 
adopted which can be used with any type of free skin graft. The grafts 
are cut and perforated and then placed in a basin containing plasma. 
The area to be grafted is prepared and “flushed” with thrombin solu- 
tion (about 100 units per cc. saline solution). ‘The grafts are then 
quickly placed over the area, and held carefully in place with petrola- 
tum gauze for two minutes. A compression bandage is used, and 
splinting of the part, if indicated. In some cases the graft may be 
sutured in place and thrombin and plasma “run under’’ it by inserting 
the needle through the graft; the excess is then “squeezed out” through 
the perforations; a pressure pack is applied, and the long ends of the 
sutures tied over it. In 11 cases in which these methods were used, 
including 5 granulating wounds, 100 per cent takes were obtained. 

The fibrin fixation produced by the plasma-thrombin has less ten- 
sile strength than ordinary suture material, and therefore the method 
is not suitable for use in wounds showing tension. No untoward re- 
sults from the application of the plasma and thrombin were observed 
in any of the authors’ cases. 


HEMOSTASIS WITH ABSORBABLE GAUZE 


V. K. Frantz, H. T. CLarke and R. LartTres 


New York, N. Y. 
Ann. Surg., 120:181-98, Aug. 1944 


The report submitted by the authors was based on the hope that if 
further clinical trial of the material was made by other hospitals and 
if proved successful, that its availability to the armed forces would 
be hastened. Absorbable gauze appears to have sufficient hemostatic 
properties when used dry so that combination with thrombin is prob- 
ably unnecessary. It is hoped that investigators, familiar with the 
control of hemorrhage with thrombin and cellulose as a carrier, will 
try the cellulose without the thrombin, as the reverse has already been 
tried. 

Possibilities of impregnation of the material with antibacterial sub- 
stances naturally suggest themselves. ‘This field needs further study 
but the preliminary work undertaken by the authors with penicillin 
suggests an incompatability. Work is still in progress on the develop- 
ment of nonirritating membranes and absorbable suture material but 
it is too early to evaluate results. 
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The authors close with a warning. ‘This material, even though 
soluble and relatively nonirritating, is a foreign body in the tissues and 
remains as such often for days. It should be used, at least in wounds 
which are closed without drainage, in as small quantity as possible. It 
is not a substitute for meticulous surgery, and surgical principles must 
never be violated in its use. 8 references. 10 figures. 5 tables. 


COTTON SURGICAL SUTURE MATERIAL 
‘THeo. L. Hyper 


Wichita Falls, Tex. 
Surgery, 16:407-17, Sept. 1944 


Many surgeons are now using cotton thread as their routine suture 
material instead of surgical gut, and the author believes that with a 
fuller appreciation of the virtues of cotton a wider adoption would 
follow, with other suture materials being used only where their par- 
ticular qualities are specifically indicated. 

Nonabsorbable suture material was given a trial and rejected by the 
rank and file of surgeons fifty years ago when catgut first became 
available. ‘lhread, silk and linen were tried but too often wounds 
repaired with them became infected and drained for months until the 
sutures were extruded or removed. ‘This seemed natural because, 
after all, the suture was a foreign body. 

Surgical gut is an irritating substance to place in a surgical wound 
despite recent improvements of manufacture. It is irritating because 
of the large bulk necessary to hold the wound together and because of 
its chemical and biological constitution. Surgeons who have kept 
accurate records report infections in from 4 to 11 per cent of clean 
wounds when surgical gut was used, and such wound infections are less 
than one-third as frequent when cotton suture material is used. — 

The surgeon’s problem is to find the strongest possible thread for 
size when tested knotted and wet, and without irritating substances 
like starch, wax, dyes, etc. When cotton thread breaks, only about 
one-fourth of the fibers breaks and the rest of the fibers pull out. The 
advantage of a long fiber and a tight twist can readily be appreciated. 

The author advocates the use of cotton thread mostly in No. 40 
for sutures and No. 60 for ligatures. No. 80 has been used for tendon 
suture and No. 100 for nerve suture. Beginners first adopting cotton 
should use larger sizes unless they have had considerable experience 
with fine silk. Doubled strands should never be used as experimental 
wounds contaminated with staphylococcus, extruded the stitches only 
when the thread was used double. 

The question may be asked: Can one use cotton or any nonabsorb- 
able suture material in surgical wounds without risking the embarrass- 
ment of draining sinuses and having to remove each stitch later? The 
word embarrassment is used advisedly because usually the wounds heal 
firmly without hernia even with the sinuses. Evidence is accumula- 
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ting that when cotton is properly used it can indeed be used without 
fear of such embarrassing sinus formation. ‘The author concludes his 
evaluation of suture material by stating that silk has no clinical ad- 
vantages over cotton and should be replaced entirely by cotton thread. 
28 references. 


| Steel wire also has many advantages. One of the irritating elements in many 
samples of catgut, besides the gut itself, is the preserving fluid as shown by the 
work of Jenkins, Dunham, and associates.—Ep. | 


ROLE OF ALLERGY IN DELAYED HEALING AND IN DIS- 
RUPTION OF WOUNDS 


Howarp C. Hopps 


Univ. of Chicago Medical School, Chicago, Ill. — 
Arch. Surg., 48:438-44; 445-49; 450-56, June 1944 


Disruption of wounds has been estimated to occur in 1.5 to’2 per 
cent of abdominal operations. Approximately 35 per cent of patients 
suffering such disruption die, and in those who survive, the time of hos- 
pitalization and of recovery is greatly prolonged. Special technics for 
the closure of wounds have been described which have reduced the 
incidence of disruption to “almost nil’’ in the practice of the surgeons 
advocating such technics, while other, equally skilled surgeons have 
not found them successful. ‘The advantages of nonabsorbable suture 
materials have also been much discussed, but the use of such suture 
materials has not definitely reduced the incidence of disruption in 
some series of cases reported. ‘The following factors are considered 
“fairly well-established causes” of wound disruption: Faulty surgical 
technic or other factors causing a reduced supply of blood to the wound 
in process of healing; inadequate closure of the wound, especially if 
there is an opening in the peritoneal membrane through which a wedge 
of omentum may be introduced; abdominal distention, coughing, 
“violent activity’ on the part of the patient, etc., in the early postopera- 
tive period that results in pulling the margins of the wound apart; 
wound infection,, hypoproteinemia, hypovitaminosis C, inanition, 
anemia, jaundice and other “‘‘constitutional states.’’ In a considerable 
number of cases, however, in which disruption occurs or the wound 
heals poorly, none of these factors “appears to be operating.” The 
possibility of an allergic reaction to catgut as a cause of wound disrup- 
tion has been suggested by a number of surgeons. 

In investigating this problem of the possible allergic reaction to 
catgut in wounds sutured with this material, the author carried out 
three series of animal experiments. In the first series of experiments 
it was found that rabbits and guinea pigs can be sensitized to catgut 
by repeated injections of catgut; sensitization is demonstrated by posi- 
tive cutaneous reactions to catgut implanted in the anterior chamber of 
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the eye, and by demonstration of humoral anti-bodies. Repeated in- 
jections of sheep intestine or sheep serum also produce sensitization to 
catgut. The injection of catgut stimulates the production of anti- 
bodies that react with either catgut or sheep serum as well as antibodies 
specific to itself. It was found that heterophile antibodies do not react 
with catgut. In these experiments, each animal received seventeen in- 
jections of catgut, sheep serum, or sheep intestine over a period of ap- 
proximately six months; the total dosage of catgut employed was 1,700 
mg. (dry weight). , 

In the second series of experiments, catgut was implanted into the 
muscles of animals sensitized to catgut and normal animals; the re- 
actions of the tissue to the implantations of catgut varied; but there 
was very little difference between the normal and sensitized groups as 
a whole, although there was some evidence of “‘slightly heightened 
reaction” in the sensitized animals. In experiments in which abdom- 
inal wounds were produced with aseptic technic and sutured with cat- 
gut, there was no appreciable difference between normal and sensitized 
rabbits, in regard to the rate of dissolution or digestion of the catgut 
sutures during the “‘critical period of healing.’” ‘There was also no 
significant difference in the healing of the wounds in the two groups. 
In one sensitized animal a slight focal erythema was noted at the mar- 
gins of the wound, and in another a moderate induration about one of 
the sutures, but this had no effect on the normal rate of healing. The 
author suggests that the absence-of any significant allergic reaction to 
catgut in the wounds of animals sensitized to catgut may be attributed 
to the “relative insolubility” of catgut sutures. 

In the third series of experiments, laparotomy wounds were made 
in 31 animals previously sensitized to horse serum or to crystalline egg 
albumin; 25 of these animals were given specific antigen intravenously, 
immediately after operation, and 6 were given foreign protein other 
than that to which they were sensitized. Six normal control animals 
were also given foreign protein (horse serum or egg albumin). In the 
sensitized animals given specific antigen, the healing of the laparotomy 
wound was “profoundly altered,” and there was a definite tendency 
to disruption of the wound. In previously sensitized animals as well 
as in non-sensitized animals given non-specific foreign protein, healing 
proceeded without “‘significant untoward reactions.’ A local allergic 
reaction at the site of a surgical wound evidently delays healing and 
favors disruption. Histological study of the wounds indicated that 
this delayed healing is due to a failure of the macrophages to maturate 
and resulting failure in the production of reticulum and collagen. 

These findings are of clinical significance in cases in which factors 
are present that may bring about a local allergic reaction which would 
delay fibroplasia and favor wound disruption. The author suggests 
that if abdominal operations are done when chronic inflammatory 
lesions are present, that such lesions should be carefully protected from 
trauma; or, if they are to be removed, they should first be “‘isolated”’ 
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by clamps or ligatures. In such cases also the abdominal wounds 
should be reenforced with nonabsorbable sutures and abdominal 
binders to maintain the initial ‘““mechanical” strength of the wound for 
a longer period than is usually necessary. 


[In a series of fifteen recent cases treated by one of the editors where cotton 
was used instead of animal sutures, the healing and results were so much better 
that it seems hardly necessary to take the chances of catgut allergy. In an 
analysis made several years ago with one of the large catgut manufacturers, 
however, this editor was unable to prove the presence of allergy as an important 
factor. ‘The present use of smaller sizes of catgut also tends to eliminate this 
complication.—Ep. | 


REFERENCES TO CURRENT ARTICLES 
Improvised Wangensteen Suction Apparatus. Richard L. Thirley (Lieut. 
(MC), U.S.N.R.). U.S. Navy M. Bull., 42:1419-20, June 1944. (Describes an 


apparatus improvised from discarded plasma bottles and tubing, with attached 
needles from used plasma outfits.) 


Simple Locking Device for Furniss-Clute Clamp. Earl O. Latimer, Northwest- 
ern Univ. Medical School, Chicago, Ill. Am. J. Surg., 65:301-2, Aug. 1944. 
(Description of the lock designed for closing this clamp, usin it 1s used for 
closure of the duodenal stump.) 


Motion Study in Surgery. Franklin B. McCarty, St. Joseph Hospital, Chicago, 
Ill. Am. J. Surg., 65:197-209, Aug. 1944. (Presents a motion study of surgical 
technic, with a view to motion simplification, rather than reduction of operat- 
ing time. In revising methods, fewest possible changes should be made in 
equipment, few specialized instruments should be used and radical changes 
in instruments or methods should be as few as possible.) 


\ New Technic for Instilling Amniotic Fluid Concentrate Intraabdominally 
at the Close of Operation; Twenty-Seven Case Reports. H. J. Merkle, Los 
Angeles, Calif. Am. J. Surg., 65:210-20, Aug. 1944. (Reports 27 cases in 
which amniotic fluid concentrate was instilled intraabdominally at the close 
of an abdominal operation. For the first 8 cases, a funnel-and-catheter method 
was used. In the other cases a specially designed trocar was used, with positive 
pressure, with better results.) 

Objections to the Use of Cotton for Hemostasis of Bone in Neurosurgery (Incon- 
venientes del algodén como elemento de hemostasia osea en neurcirugia). 
Julia Alberto Ghersi. Catedra de Neurocirugia del Hospital N. de Clinicas. 
Prena méd. argent., 31:663-64, April 5, 1944. (Two cases are described in 
which following successful surgery for meningeoma, cysts developed, in the 
fluid of which shreds of cotton were discovered. Mention is made of a third 
similar case. For this reason, in spite of the easy hemostasis of bleeding bones 

in neurosurgery with small pledgets of cotton, the author advises against the 

use of cotton for this purpose.) 
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4. Surgical Infections 


RECENT EXPERIENCES WITH PENICILLIN IN THE 
TREATMENT OF SURGICAL INFECTIONS 


FRANK L. MELENEY 


Department of Clinical Surgery, College of Physicians and Surgeons, Columbia University, 
New York, N. Y. 
Bull. New York Acad. Med., 20°517-29, 537, Oct. 1944 


Evaluation of the use of drugs in surgical infections is difficult, due 
to the many factors operating in each case A drug may be considered 
effective (1) if it obviates surgery in a condition otherwise requiring 
incision, (2) if it permits a more limited surgical procedure than usual, 

if it shortens the time of control of infection, (4) if it permits 
primary closure after incision, or, (5) permits earlier secondary closure 
than usual. 

A preliminary analysis made of 275 cases of “surgical infection”’ 
treated with penicillin showed that 120 did not have a surgical inci- 
sion, although aspiration was done in many of these cases. Results 
were almost as good in the cases operated upon but the two groups 
are scarcely comparable as the largest number of serious cases were 
among the group operated upon, and also because in the non-operated 
group treatment was administered early, before surgery was indicated. 

Penicillin gave favorable results in gas gangrene, for penicillin 
allowed amputations through the diseased tissue, whereas without 
penicillin amput ition had to be above the site of the disease. In this 
series of cases brilliant results were obtained in serious cases by admin- 
istration of relatively small doses, frequently 40,000 units. A more 
comfortable margin with quicker results might have been obtained by 
administration of 80,000 units. In well localized infection, 10,000 
units have given favorable results. It is advised that duration of 
treatment should be at least six days. 

Failure or questionable results indicated two associated conditions, 
the presence of necrotic tissue or a mixture of organisms. 12 
references. 


THE USE OF PENICILLIN IN SURGICAL INFECTIONS 
Joun S. Lockwoop, Wm. L. Wuite and F. D. Murpuy 


Philadelphia, Pa. 
Ann. Surg., 120:311-49, Sept. 1944 


After eight years of experience with sulfonamide chemotherapy 
of bacterial infections, it is time to examine the present status of these 
drugs as they affect the practice of surgery and to determine to what 
extent penic illin gives promise of meeting the limitations of the sul. 
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fonamides. Convincing evidence of the value of sulfa therapy is to 
be found in contrasting the 38 per cent fatality rate from meningitis 
during World War I with the current Army rate of 4 per cent. Similar 
comparisons could likewise be made with respect to pneumonia and 
streptococcic sepsis. 

It was shown by the discoverer of penicillin that the drug was 
highly effective in vitro against staphylococci and other gram-positive 
organisms. Since it is not inhibited by para- -aminobenzoic acid and 
peptones, as are the sulfonamides, the action of penicillin differs in 
character from that of the sulfa drugs. Clinical studies on penicillin 
in surgical infections have been conducted during the past two years 
under the research program of the Committee on Chemotherapeutics 
and other Agents and the Subcommittee on Surgical Infections of the 
National Research Council. Tentative conclusions may be drawn 
from the authors’ series of 440 cases. 

When administered systemically, penicillin modified the course of 
most infections in which the causative organism is sensitive to penicil- 
lin in vitro. The magnitude of the effect in individual cases may be 
roughly classified as follows: | 

(a) Dramatic curative responses in disseminated sepsis, particu- 
larly where circulation in localized, distributing foci is adequate to 
effect contact between dr ug and bacteria. In such cases, surgical 
treatment which would have seemed unavoidable in the past may, 
with penicillin, be postponed or avoided altogether. 

(b) Favorable responses characterized by subsidence of toxemia, 
correction of anemia, rapid healing of infected or seriously contami- 
nated wounds, and elimination of infection within pleural cavity or 
joints. 

(c) Failures, particularly where the organism is insensitive, or 
where the lesion under treatment is attributable only in part, if at 
all, to the persistent activity of penicillin-sensitive bacteria, and under 
conditions where penicillin cannot be brought to the infected area 
because of poor circulation or limited transport of the drug. 

Local penicillin therapy needs further study, though the drug is 
yielding encouraging reports in special cases. Just as with the sul- 
fonamides, the use of penicillin requires a thorough redefinition of the 
indications for, and objectives of, the employment of surgery in treat- 
ment of localized infections. Careful bacteriologic studies are essen- 
tial if penicillin is to be used with maximal effectiveness. As the 
supply of penicillin increases it will be possible, through careful obser- 
vation of cases and the use of controls whenever practical, to reach 
a more accurate definition of the scope and limitations of penicillin 
than is yet possible. 18 references. 34 figures. 
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PENICILLIN IN BATTLE CASUALTIES 


J. S. Jerrrey (Lieut.-Col., R.A.M.C.) and Scorr THomson (Major, R.A.M.C.) 
Brit. M. J., 2:1-4, July 1, 1944 


In the British base hospitals, penicillin has been given systemically 
as soon as the wounded reached the hospital in all cases of fractured 
femur, in the worst fractures of the tibia, in all cases of fracture of 
the shoulder and upper humerus, and in other severe fractures. Sys- 
temic administration of penicillin has also been employed in the 
treatment of gas gangrene in selected late cases of established septi- 
cemia, without waiting for a positive blood culture (in battle casu- 
alties). Penicillin has been used locally in the treatment of wounds of 
the chest, head, eyes, face and soft tissue. 

In most cases where systemic administration ‘was indicated peni- 
cillin was given by intramuscular injection, but in some cases by intra- 
venous drip. ‘The latter often caused venous thrombosis. With intra- 
muscular injections, untoward reactions were ‘negligible’; pain did 
not persist; only one urticarial reaction developed in 200 cases treated. 
For soft tissue wounds, penicillin was not used routinely in the forward 
areas, but when it was used penicillin-sulfathiazole powder (instead 
of sulfanilamide powder) was insufflated throughout the wound, after 
it had been carefully trimmed or excised, and the wound left open. 
Penicillin was used at the time of secondary suture at base hospitals as 
follows: for clean superficial wounds, an insufflation of penicillin- 
sulfathiazole powder, then suture; for “dirty” superficial wounds, pre- 
liminary insufflations of this powder for two days, then a third insuffla- 
tion and suture; for perforating wounds and sinuses, suture with 
provision for instillation of penicillin solution through fine rubber 
tubes, 3 cc. of the solution, containing 250 units penicillin per cc., 
through each tube daily for four days. In open fractures penicillin 
was used locally, as well as given intramuscularly, when indicated, as 
in fracture of the femur. 

Penicillin given systemically definitely improved results in gas 
gangrene. ‘Treatment in gas gangrene cases included radical surgery 
(amputation if necessary) and the administration of gas-gangrene 
antiserum, as well as penicillin given intramuscularly—25,000 units at 
operation followed by a three-to-five day course of 15,000 units every 
three hours (120,000 units a day). 
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A CLINICAL AND EPIDEMIOLOGICAL STUDY OF TETANUS 
IN PUERTO RICO: A STUDY OF ONE HUNDRED CASES SEEN 
AT THE ARECIBO CHARITY DISTRICT HOSPITAL IN A 
TWO AND ONE-HALF YEAR PERIOD 


S 
ROBERTO FRANCISCO 


Department of Medicine, Arecibo Charity District Hosiptal, Puerto Rico 
Clinics, 3:373-414, Aug. 1944 


Tetanus follows wounds of the lower extremities more frequently 
than of any other part of the body. In the series of 88 cases reported 
by the writer, 48 were in the foot and most of these cases followed 
recent removal of chiggers with a safety pin. 

Firor (1940) showed that the toxin reaches the central nervous 
system only by the blood vascular pathways. Death probably results 
from exhaustion, circulatory failure from repeated strains upon the 
heart, and finally, from asphyxia caused by spasm of the glottis, dia- 
phragm and intercostal muscles. 

Early diagnosis is necessary before classical symptoms develop. 
Various methods of laboratory and clinical diagnosis are discussed. 
Grave prognosis is indicated by (1) an incubation period of less than 
one week; (2) wounds on the face, trunk and upper extremities; 
(3) high fever and tachycardia; (4) convulsions; (5) abortions, espe- 
cially criminal; (6) tetanus following wound sepsis or cases in which 
the patient has multiple wounds; (7) diaphragmatic and _ laryngeal 
involvement; (8) cases manifesting hydrophobic symptoms. Prognosis 
is poor in the cephalic type. Cases receiving prophylactic injection of 
antitetanic sera have favorable prognosis because of a longer incubation 
period. In the series of cases seen by the author, 44 of 75 patients 
with convulsions died (58 per cent), most of them within five days of 
admission to the hospital. 

Treatment is prophylactic and active. Development of tetanus 1s 
usually prevented by injection of 1,500 to 5,000 units of tetanus anti- 
toxin administered subcutaneously within a few hours after the injury. 
Severe injuries or delayed administration of antitoxin requires a dose 
of 5,000 to 10,000 units. As passive immunity lasts about seven to 
fourteen days, the injection should be repeated unless serum sickness 
occurs. Another prophylactic treatment is given if the wound is re- 
opened, even after months. A disadvantage of this treatment is the 
danger of reactions and of healed lesions harboring living tetanus 
bacilli. 

[wo types of antigen are used in immunization. In France and 
Canada the plain tetanus antitoxin is used, in England the Royal Air 
Force is immunized with two | cc. doses of plain toxoid taken six 
weeks apart; in the United States tetanus toxoid, alum precipitated 
toxoid, is used at the U. S. Naval Academy. 

The method of treatment used in the hospital by the author is: 

(1) Sedation with avertin fluid, 25 mg. per kg. of body weight in chil- 
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dren, repeated with 10 to 15 mg. every thirty minutes until relaxation 
is effected, and given again for days or w eeks until no longer required; 
in adults 60 to 80 mg. per kg. of body weight and repeated according 
to frequency and severity of convulsions, muscular rigidity or cyanosis, 
and as an adjunct to avertin, sodium phenobarbital in doses of 2 gr. 
subcutaneously every six hours, or sodium amytal in doses of 714 gi 
intravenously or intramuscularly. (2) Specific therapy with tetanus 
antitoxin is administered intravenously or intramuscularly, preferably 
the latter, 40,000 units given upon admission to the hospital, and 
20,000 units every six hours until 100,000 units have been given in 
twenty-four hours. In severe cases 500,000 units have been given. 
The amount taken has no effect on the mortality rate. (3) Nursing 
and symptomatic treatment is given. (4) Surgical treatment of wounds 
is provided. (5) Phenol treatment (Bacelli’s serait may be used 
effectively. Forty-five patients received | cc. of 2 per cent solution 
intramuscularly every six or eight hours if a child, or 2 cc. intramus- 
cularly if an adult. » The drug was discontinued when the urine be- 
came smoky red. Gross mortality was 26 per cent, as compared with 
mortality of 58.1 per cent in cases not treated with phenol. The author 
believes that mass vaccination of rural populations in the Island of 
Puerto Rico would stamp out tetanus in that area. 88 references. 10 
tables. 


THE USE OF TYROTHRICIN IN THE TREATMENT OF 
ULCERS OF THE EXTREMITIES DUE TO PERIPHERAL 
VASCULAR DISEASE 
W. F. Kvare, N. W. Baker and W. E. HERRELI 


Rochester, Minn. 
M. Clin. North America, 849-59, July 1944 


Tyrothricin has been shown to be relatively free of serious toxic 
effects for tissue except for its hemolytic reaction on the erythrocytes 
in the blood of experimental animals and human beings. Removal 
of this hemolytic property of gramicidin results in the loss of its bac- 
teriostatic action, ae tyrothricin, despite its antibacterial property, 
must be limited to localized treatment. 

Two types of ye ce occur in patients suffering from peripheral 
vascular disease: First, venous ulcers due to chronic venous insufhiciency 
of the leg following thrombophlebitis or chronic varicosities. This 
type of ulcer is usually found in the region of the malleoli, either single 
or multiple, small or large. In their treatment the patient must be 
put to bed to relieve congestion and edema with the leg elevated, being 
careful to avoid the use of any irritating local application. The second 
type is the ischemic ulcer which occurs in cases of occlusive arterial 
disease, either thrombo-angiitis obliterans or arteriosclerosis obliterans. 
Located on the digits, more rarely on the lower part of the foot, these 
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ulcers develop spontaneously or else follow trauma. With a_ poor 
blood supply, oxygenation and cellular division become deficient with 
granulations developing slowly if at all. ‘The clinical results of the 
use of tyrothricin in ulcer treatment, associated with peripheral vascu- 
lar disease, indicate that it is of definite value in treating certain types 
of ulcer of both static and ischemic origin with best results among the 
former. 6 references. 3 tables. 


THE TREATMENT OF SPECIAL INFECTIONS 
SAMUEL C. HARVEY 
New Haven, Conn. 
Yale Univ. School of Medicine 
New York State J. Med., 44:1883-86, Sept. 1944 


This paper considers the common infections occurring in wounds 
and the logical basis of their treatment, with particular reference to 
the infections of the peritoneum. An obligate pathogens type of in- 
fection tends to spread under environmental conditions, as_ with 
wounded patients in an hospital ward, so that precautions against these 
organisms must be as perfect as conditions allow. Facultative path- 
ogens, on the other hand, are always in and on the individual. Obbli- 
gate pathogens possess a faculty for living and proliferating within 
living tissue, whereas the fac ultative pathogens require the presence 
of dead tissue upon which they thrive and become self-perpetuating. 
The newer chemotherapeutic agents interfere with the enzymatic pro- 
cesses enential to bacterial growth and so are effectual with the obligate 
type; while antiseptic agents, which are protein coagulants, kill living 
cells, produce necrotic tissue and thus a favorable basis for the growth 
of infecting organisms. ‘The obligate pathogen is then an organism 
which grows within the body and is sensitive to antibiotic agents, while 
the facultative pathogen depends upon dead tissue for its persistence 
and is generally not responsive to these agents. 

Aside from infections with the gonococcus, streptococcus and rarely 
the pneumococcus, the contaminants of the peritoneum are derived 
from the fecal depot of bacteria. ‘Thus, in the majority of cases, 
the infecting agents are facultative. ‘The first indication is shutting 
off of the sources of infection or the exteriorization of same by estab- 
lishing drainage out of the peritoneal cavity. ‘This removal of fluid 
allows the peritoneal surfaces to collapse together and become adher- 
ent, thus walling off the infection. 

The advent of the “antibiotics,” such as sulfonamides, penicillin 
and similar agents, has aroused much enthusiasm, though it must be 
remembered that they are not bactericidal but rather interfere with 
metabolic processes so that the effect is one of bacteriostasis. Under 
these circumstances, these agents are most effective when the bacterium 
is invasive and least so where it is in necrotic tissue or putrid exudates. 
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It should be recalled that the less rapidly absorbed sulfonamides have 
the drawback of being potentially irritative to the peritoneum and 
may increase the exudative reaction with a later formation of adhe- 
sions. If this be the case, the author asks why the use of these 
chemotherapeutic agents within the peritoneum has been so universally 
adopted, since they cause a materially elevated blood level with any 
favorable results being due to this, rather than to the immediate and 
local effect. 3 

In view of the lack of evidence that the local application is more 
effective than the systemic, the author believes that the correct pro- 
cedure, when infection of the peritoneal cavity is anticipated or en- 
countered, is to administer sulfadiazine with the intravenous fluids 
usually given preoperatively and during the operation. Irrespective 
as to how these agents may be used, the surgeon must not change his 
basic technics, as pus will still require drainage, necrotic tissue must 


be removed and damaged blood supply and tension of suture lines will 


continue to cause leaks in anastomoses and failure in the healing of 

incisions. ‘he new chemotherapy, properly used, is a valuable ad- 

junct to, but not a substitute for, good surgery. 3 references. 
REFERENCES TO CURRENT ARTICLES 

Tetanus after Head Injury in an Immunized Subject. Walpole Lewin (Capt., 
R.A.M.C.). Brit. M.J., 2:11-12, July 1, 1944. (Patient died six days after 
injury. “he wound was such that “proper surgical cleansing’ was impossible; 
1,000 units of anti-tetanus serum were given prophylactically following the 
injury; patient had been given tetanus toxoid immunizing injections in 1940, 
but no maintenance dose since that time. The British Army regulations now 
require yearly maintenance doses to maintain immunity against tetanus.) 

Simple Media for the Identification of Clostridia. H. D. Vera. J. Bacteriology, 
47:455, May 1944. 

Search for the Tetanus Bacillus and Its Discovery in Some Patients with Evident 
Tetanus (Récherche et découverte du bacille tétanique chez un certain 
nombre de malades atteints de tétanos déclaré). P. Hauduroy and W. Rosset. 
Praxis, Bern, 33:30, Jan. 13-Apr. 27, 1944. 

Occlusive Plaster Cast in Postoperative Treatment of Anthrax after Radical 
Extirpation (La cura oclusiva enyesada en el post-operatorio de le extirpacion 
radical del antrax). C. Stajano and F. Bergos Rivalta. Arch. urg. de med. 
cir. y especailid. 24:182-92, Feb. 1944. 

Sufonamides in Surgery. Isidore Cohn, New Orleans, La. New Orleans M. & 
S. J., 96:361-465, April 1944. (Sulfadiazine is the compound of choice in 
treatment of pneumococcus, staphylococcus, streptococcus, meningococcus, 
bacilli of the dysentery group and probably H. influenzae and B. mucosus 
capsulatus. The oral route is satisfactory in most cases in attaining and 
maintaining a satisfactory blood level. Toxic reactions are discussed.) 

On Lymphogranuloma Inguinale in Children. A Seventh Case in Finland 
(Ueber Lymphogranuloma inguinale bei Kindern; ein siebenter Fall in Finn- 
land). C. E. Sonck. Acta dermat.-venereol., 24:206-16, Sept. 1943. 

Tetanus (Tetanos). J. M. Nunez. Bol. Asoc. med. nac., Panama, 5:No.15:21-28, 
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\dministration of Alkalis in Sulfadiazine Therapy. Joseph H. Rohr and 
Frederick Christopher. From the Department of Surgery, Evanston Hospital, 
Evanston, Ill. Surg. Gynec. & Obst., 78:515-19, May 1944. 
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THE DETERMINING INFLUENCE OF TAR, BENZPYRENE 
AND METHYLCHOLANTHRENE ON THE CHARACTER 
OF THE BENIGN TUMORS INDUCED THEREWITH 
IN RABBIT SKIN 


W. F. FrirpeEwacp and P. Rows 


Rockefeller Inst. for Medical Research, New York, N. \ 
J. Exper. Med., 80:127-44, Aug. 1, 1944 


The benign tumors of rabbit skin produced by benzpyrene and 
methyicholanthrene are nearly of the same kind that tar produces, Viz., 
frill horns, papillomas and carcinomatoids. The connective tissue of 
the ee is so slowly excited by the pure hydrocarbons that for a 
long time it provides most of the growths with scanty stroma, if any, 
and in consequence they remain small, made up almost entirely of neo- 
plastic epithelium instead of the fleshy excrescences with connective 
tissue, such as tarring produces. 

Benzpyrene and methylcholanthrene produce papillomas, carcino- 
matoids, and frill horns in very different proportionate numbers from 
those resulting when tar is the carcinogen. ‘Tar gives rise to carcino- 
matoids from its marked stimulating powers without producing frill 
horns. All three agents cause many more cells to become potentially 
capable of forming tumors. 

Benzpyrene and methylocholanthrene give rise at times to sebaceous 
adenomas unlike tar. But tar does away with sebaceous glands at 
an early period whereas the other two carcinogens increase their num- 
ber. No evidence has been obtained that tar, benzpyrene, methyl- 
cholanthrene, arsenical preparations or benzene cause any rae 
changes peculiar to them individually, when acting upon cells of a 
single sort. Yet experimental findings make plain that these agents 
exert great influence on the morphology of the benign cutaneous 
erowths they cause and on the frequency with which they occur. 

In appraising the action of carcinogens we should take into account 
not only their capacity to induce neoplastic growths and promote, or 
suppress, tumor growths but also their ability to condition both the 
kind of tumor arising and its structure. 25 references. 3 charts. 1 
table. 
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LUMINESCENCE OF CARCINOGENIC COMPOUNDS 
(La luminiscencia de los cuerpos cancerigenos) 


A. H. Rorro and A. E. Rorro, Jr. 


Bol. Inst. de med. exper. para el estud. y trat. de cancer, 20:143-87, April 1943 


The authors conclude from their investigations that hitherto studied 
carcinogenic substances are fluorescent. ‘The fluorescence itself is not 
a carcinogenic property, but its quality and intensity serve to determine 
the presence of carcinogenic substances both in pure state as well as 
in heterogenic compounds. ‘The fluorescence bands of the various 
carcinogenic compounds are listed. Cholesterol is not fluorescent, but 
its derivatives are. ‘The bluish color presented by pure cholesterol 
when illuminated with Wood’s light is due to its reflection and scat- 
tering of the radiation which corresponds to 4.358,34 A.U. and is a 
component of the ultraviolet rays. Oxycholesterol presents a fluores- 
cent band without maximum which begins at 4.358 A.U. and at 4.800 
A.U. Cholesterol irradiated with ultraviolet rays (mercury steam 
burner) shows two fluorescent bands with their maxima at 6.500 and 
6.850 A.U. Cholesterol irradiated with ultraviolet rays (cadmium 
burner) presents the same characters but of lesser intensity. 

REFERENCES TO CURRENT ARTICLES 
Experimental Roentgen Injury: Changes Produced with Intermediate-Range 


Doses and a Comparison of the Relative Susceptibility of Different Kinds of 
Animals. P. S. Henshaw. J. Nat. Cancer Inst., 4:485-501, April 1943-4. 


Chemical Treatment of Tumors; Reactions of Mice with Primary Subcutaneous 
 - to Injection of a Hemorrhage-Producing Bacterial Polysaccharide. 
. J. Shear and A. Perrault. J. Nat. Cancer Inst., 4:461-76, April 1943-4. 

i. Effect of Adrenalectomy on the Susceptibility of Rats to a Transplantable 
Leukemia. Ernest Sturm and James B. Murphy, Rockefeller Institute for 
Medical Research, New York, N. Y. Cancer Research, 4:584-88, June 1944. 
(Removal of adrenals reduced the natural resistance of old rats and the 
induced resistance of young rats to transplantable lymphatic leukemia. Regen- 
eration of the regressed thymus followed adrenalectomy in old animals, and 
active stimulation of the thymus in young animals. The greater “receptivity’ 
to lymphatic leukemia in adrenalectomized animals mi iy be the result of the 
action of the same stimulating factors on the malignant lymphoid cells.) 
Skin Carcinomata and Their Treatment. E. Poppe. Acta dermat.-venereol., 

24:393-416, Nov. 1943. 

Meningeomatosis in Recklinghausen’s Disease (Meningeomatose bei der Reck- 
linghausenschen Krankheit). L. Benedek and A. Juba. Monatschr. f. Psychiat. 
u. Neurol., 108:157-67, July-Nov. 1945. 

The Surgical ‘Treatment of Malignant Melanomas of the Skin. Jerome P. 
Webster, Thomas W. Stevenson and Arthur Purdy Stout. From the Division 
of Plastic Surgery of the Department of Surgery, Presbyterian Hospital, and 
the Laboratory of Surgical Pathology, College of Physicians and Surgeons, 
Columbia University, N. Y. Surg. Clin. North America, 24:319-39, April 1944. 


Fluorescence of Hyperkeratotic Lesions (La fluorescencia de las lesiones hiper- 
queratosicas). H. Fernandez Ferrufino. Bol. Inst. med. exper. cancer, Buenos 
Aires, 20:233-54, 4 \pril 1943. 
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Cytotoxic Factor of the Blood of Cancer Patients and Its Role. G. I. Roskin, 
Biul. eksp. biol. med., 17:62-64, 1944. 

Soft Fibroma. Case Report. Nicholas V. Clemente (First Lieut., D.C., A.U.S,). 
Bul. U. S. Army M. Dept., No.76:113-15, May 1944. 

The Multiplicity of Origin of Malignant Tumors; Collective Review. Danely 
P. Slaughter, Univ. of Illinois College of Medicine, Chicago, Ill. Surg., Gynec. 
& Obst., 79: Internat. Abstr. Surg., 89-98, Aug. 1944. (A review of 1,868 cases 
of multiple malignant tumors collected from the literature, including 749 cases 
of multiple carcinoma of the same organ and 269 cases of mutliple carcinomas 
of paired organs.) 

Case Record of the Massachusetts General Hospital: Report of a Case of 
Hydatidiform Mole. New England J. Med., 230:493-95, April 20, 1944. (The 
mother of three children thought she felt fetal movements. Differential 
diagnosis had to be made between chorionepithelioma, pregnancy or missed 
abortion. A hydatidiform mole was removed.) 

Antifibromatogenic Effects Produced by the Intermittent Action of Progesterone. 
Rigoberto Iglesias, Alexander Lipschiitz, and Guillermo Nieto, Department 
Experimental Medicine, National Health Service, Republic Chile, Santiago, 
Chile. Cancer Res., 4:510-511, Aug. 1944. (Uterine and other abdominal 
fibroids induced in female guinea pigs by subcutaneously implanted tablets of 
estradiol may be prevented by administration of progesterone, although the 
antifibromatogene steriod is acting intermittently. This is considered an 
indication that ovarian rhythmetic secretion of progesterone is a bodily defense 
against toxic and tumor-producing reactions of estrogens.) 

A Test for Carcinoma. F. N. Robertson, Vancouver, Canada. Canad. M. A. J., 
51:54-59, July 1944. (Describes a method for testing urine against the patient's 
own blood; if carcinoma is present blood clots form that cling to the dish 
used for the test; nature of the clotting substance present in cancer is not 
known. Of 867 tests, 735 agreed with clinical diagnoses, 93 fatal positives, 15 
false negatives, 17 doubtful, and 7 technical errors with test not repeated.) 

Neurofibroma within a Lipoma of the Neck. Chas. H. Hallson and Peter 
Marcuse, Jefferson Davis Hospital, Houston, Tex. Am. J. Surg., 64:268-70, 
May 1944. (The author presents a case of lipoma containing neurofibroma- 
tous tissue revealed upon microscopic examination.) 

Team Work in the Treatment of Cancer. H. S. Souttar, London, England. 
Brit. J. Radiol., 17:229-34, Aug. 1944. (The author points out that, as the 
work of a team at any surgical center becomes known, cases will be sent there 
at even earlier stages of the disease, and herein publicity can be of great help.) 

Castration for Advanced Malignant Growth: Short Historical Review with a 
Case Report. Wm. E. Howes, Brooklyn, N. Y. Radiology, 43:272-4, Sept. 
1944. (Caution is suggested before castration is carried out in cases of malig- 
nant growth other than those with primary lesion in the breast or prostate.) 
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See Index for Related Articles 


7. Skull 


See Index for Related Articles 
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8. Brain 


EXPERIMENTAL HEAD INJURY WITH SPECIAL REFER- 
ENCE TO CERTAIN CHEMICAL FACTORS IN 
ACUTE TRAUMA 
E. S. Gurpjian, J. E. Wesster (Major, M.C., A.U.S.) and W. E. STONE 


Wayne Univ. College of Medicine, Detroit, Mich. 
Surg., Gynec. & Obst., 78:618-20, June 1944 


In experiments on dogs, head injuries were produced by a blow 
with a one-pound hammer, or with a special device in which the 
striking object is propelled by springs. Chemical studies were made 
of the arterial blood, the cerebral blood obtained from the sagittal 
sinus, and specimens of cerebral tissue. It was found that as a rule 
the oxygen saturation of the arterial blood is increased after head 
injury; this is attributed largely to variations in respiratory function. 
The cerebral blood showed no significant changes in oxygen, carbon 
dioxide or glucose. Chemical studies of areas of the cerebral cortex 
showed that in some instances areas of cortex that showed no macro- 
scopic evidence of damage showed no change in their content of either 
lactic acid or acid-soluble phosphorus, even in “‘profoundly injured” 
animals. In other instances the undamaged cerebral cortex showed 
a slight increase in lactic acid content in the presence of adequate 
arterial oxygen. ‘This may be due to either a mild degree of local 
damage or to a more widespread disturbance in cerebral oxidative 
mechanism in these animals. Areas of contusion in the cerebral cortex 
showed greatly increased lactic acid and inorganic phosphate, but 
decreased adenosine triphosphate and phosphocreatine. ‘There was 
usually a slight loss of acid-soluble phosphorus. ‘These changes may 
be attributed to a combination of direct injury to the cells and anoxia 
resulting from vascular damage. In brains studied one to six days 
after injury, “a partial recovery” of lactic acid and phosphocreatine 
could be found in areas of contusion. 

The reactions of the dogs used in these experiments to head injury 
were different from those observed in humans; there was no prolonged 
period of unconsciousness such as are often seen in human cases; most 
of the animals either died within an hour or showed only ‘“‘a compara- 
tively mild” effect. In the animal experiments, delayed death was 
associated with a shock-like state with failing circulation and respira- 
tory failure. “The common clinical findings of increasing blood pres- 
sure with bradycardia followed by pulmonary edema, characteristic of 
delayed death from head injury in human beings, were not found in 
these animals. Contusions of the brain are common in human head 
injuries; the effects of such contusions on “general brain economy” 
should receive further study; and further experimental work should 
be done to clarify the value of oxygen therapy in head injury and its 
effects on the anoxic state in contused areas of the brain. 
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REFERENCES TO CURRENT ARTICLES 

Special Institutions for Rehabilitation of Soldiers with Brain Injuries.  K, 
Goldstein, Boston, Mass. Occup. Ther., 23:115-8, June 1944. (The author 
enters a strong plea for the rehabilitation of soldiers suffering brain injury 
as a very indicated measure.) 

An Unusual Brain Injury: With a Note on Lesions of the Superior Cerebellar 
Peduncle. J. C. Sawle Thomas, Northampton, England. J. Ment. Sc, 
379:588-91, April 1944. (Description of a case of attempted suicide where 
patient drove a 6-inch nail into his skull: the resulting neurological disturb- 
ance is analyzed and an explanation of the physical signs given.) 

The Healing Process in Wounds of the Brain. A. H. Baggenstoss, J. W. Kernohan 
and J. F. Drapiewski, Rochester, Minn. Proc. Staff. Meet., Mayo Clinic, 
419-24, Aug. 9, 1944. (Compared to wounds elsewhere in the body, the 
healing process in wounds of the brain is less vigorous, with repair taking 
place at a slow tempo; repair is more vigorous in the cortex than in the 
white matter.) 

Acute Physiologic Responses in Experimental Head Injury with Special Refer- 
ence to the Mechanism of Death Soon after Trauma. E. S. Gurdjian and 
John E. Webster, Detroit, Mich. Surgery, 16:381-98, Sept. 1944. (Considera- 
tion of the changes of blood pressure, pulse, respiration, the conscious state 
and reflexes in acute trauma form the basis of this paper.) 

Papilledema in Optic Neuritis and Tumor of the Brain. Ernest M. Hammes, 
Jr. Med. Clin. N. Amer., 957-67, July 1944. (Papilledema disassociated 
with pallor of the optic disk is more likely to be due to increased intracranial 
pressure than to optic neuritis under certain mentioned conditions.) 

Histologic Studies of the Brain Following Head Trauma. Jos. P. Evans and 
I. Mark Scheinker, Cincinnati, O. J. Neurosurg., 1:306-20, Sept. 1944. (An 
analysis of the pathologic alterations in brains of 7 patients surviving head 
injuries for variable periods up to 17 years.) 

Paralysis in Flexion and Tremor in the Monkey Following Cortical Ablations. 
W. K. Welch and Margaret A. Kennard, New Haven, Conn. J. Neurosurg,, 
1:258-64, July 1944. (An experimental production of flexion paralysis in 
monkeys by simultaneous extirpation of Area-6 bilaterally.) ; 

Microcephalus Secondary to Birth Trauma. Edgar F. Fincher, Atlanta, Ga., 
J. Neurosurg., 1: 265-74, July 1944. (Discussion of clinical history, pathology 
and operative results of 8 cases of microcephalus due to birth injuries.) 


9, Spine and Spinal Cord 


REFERENCES TO CURRENT ARTICLES 
First Aid for Fractured Spine. J. L. Moir (Lieut.-Col., R.A.M.C.). Lancet, 
1:739-40, June 3, 1944. (Persons with fracture of the spine should not be 
moved unless necessary, until a physician is in attendance. If they must be 
moved, a special stretcher is used, and the injured person is kept in the supine 
position. Directions for preparing the stretcher and moving the patient are 
given.) 
Ankylosing Spondylitis. Ernest Fletcher, Queen Mary’s Hospital for The East 
End, London, England. Lancet, 1:754-56, June 10, 1944. (Reports 68 cases 
with analysis of symptoms and x-ray findings; comparison of this series with 
the vonBechterew and Marie-Strumpell types. Non-specific sacro-iliac disease 
was found in many of these cases, but a small group not showing such a focus 
was indistinguishable clinically from the others. Brief discussion of treat- 
ment.) 
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Latent Fractures of Vertebral Column after Aircraft Crashes. H. S. Samuel 
(Squadron Leader, Royal Air Force) and J. J. [This officer (Polish) does not 
sign his full name], (Flight Lieut., Polish Air Force). Brit. M.J., 1:784, 
June 10, 1944. (Report of 3 cases in which there was a latent period between 
injury and the development of symptoms of fracture of the spine. Suggests 
the possibility of other undetected fractures of the spine after airplane 
crashes.) 

Paralytic Scoliosis. Samuel Kleinberg, New York, N. Y. Am. J. Surg,, 
64:301-12, June 1944. (The author advocates exercises wherever possible to 
minimize muscle and bone atrophy along with a spine-fusion operation when 
the curvature is mild but long standing.) 

Dermoid Cysts in the Sacrococcygeal Region (Dermoidcyster I Sacrocoocygeal- 
regionen). H. Starklint. Ugeskr. for Laeger, 105:986-8, Sept. 23, 1943. 


Protrusion of the Intervertebral Disc. Modern Concepts of Backache (Mod- 
ernos conceptos del dolor lumbar; protrusion del disco intervertebral). J. A. 
Zapata. Analecta med., 4:no. 4:25-32, 1943. 

Scheuermann’s Disease, Prolapse of the Intervertebral Disc and Tuberculosis 
_(Scheuermannsche Krankheit, Bandscheibenprolaps und Tuberkulose). H. 
Zielke. Chirurg, 15:542-49, Sept. 15, 1943. 

Myelography in the Diagnosis of Ruptured Intervertebral Disc. E. F. Lang and 
H. R. Fishback, Jr. Harper Hosp. Bull., Detroit, 2:34-38, April 1944. 

Malformations of the Spine (Missformen der Wirbelsaule). E. Guentz. Med. 
Klin., 40:67-70, Feb. 4, 1944. 

Surgically Removed Dermoid of the Cervical Cord (Operativ entferntes Der- 
moid des Halsmarks). Fenster. Med. Klin., 40:56, Jan. 21, 1944. 


Diplomyelia and Compression of the Spinal Cord and not of the Cauda Equina, 
a a Congenital Anomaly of the Third Lumbar Vertebra. George E. Marr 
and Alfred Uihlein. Surg. Clin. North America, Mayo Clinic Number, 
963-68, August, 1944. 

Pain Produced by Intraspinal Tumor Simulating Pain Caused by Gallbladder 
Disease. Report of a Case. William A. Black. Surg. Clin. North America, 
Mayo Clinic Number, 893-902, August 1944. 

Early Operation in Gunshot Injuries of the Spinal Cord (Die Friihoperation 
der Schussverleztungen des Riickenmarks). C. Blumensaat. Arch. f. klin. 
Chir., 205:415-30, Mar. 31, 1944. 

Structure and Development of the Spine. Theodore A. Willis, Cleveland, Ohio. 
J.A.M.A., 125:407-12, June 10, 1944. 

The Neurologic Aspects of Lowback Pain and Sciatica. Dean H. Echols, New 
Orleans, La. J.A.M.A., 125:416-20, June 10, 1944. 

Bachache. Examination and Differential Diagnosis. Ralph K. Ghormley, 
Rochester, Minn. J.A.M.A., 125:412-16, June 10, 1944. 


Back Pain in Disease of the Gastrointestinal and Accessory Gastrointestinal 
Tract. Andrew B. Rivers and Andries I. Roodenburg, Rochester, Minn. 
From the Division of Medicine, Mayo Clinic. J.A.M.A., 125:421-26, June 10, 
1944. 

The Clinical Significance of Bacteriuria in Patients with Spinal-Cord Injuries. 
Daniel Badal, Donald Munro, and Marion E. Lamb, Boston, Mass. New 
England J. M., 230:688-93, June 8, 1944. (Infection of the urinary tract 
in patients treated with tidal drainage is best controlled by proper drainage 
apparatus, bed rest and administration of large amounts of fluid, preferably 
by mouth. Control measures are discussed.) 


Clinical Aspects of the Protruded Intervertebral Disc. Archer A. Wilson, 
Charleston, W. Va. West Virginia M. J., 40:107-11, April 1944. 
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Pathology of the Intervertebral Disc. Walter G. J. Putschar, Charleston, W. Va, 
West Virginia M. J., 40:101-107, April 1944. 

Rupture of Fourth and Fifth Lumbar Discs with Bilateral Sciatic Pain; Report 
of a Case. D. H. Echols. ‘Texas State J. Med., 39:477-79, Jan. 1944. 

The Diagnosis and Treatment of Ruptured Intervertebral Disc. W. E. Dandy. 
Bull. Johns Hopkins Hosp., 74:221-24, March 1944. 

Intervertebral Disks: ‘The Disk Complex. John J. Moorhead, New York Post- 
Graduate Medical School and Hospital. Surg. Clin. North America, 24:467-73, 
April 1944. 

Cervical Spine Arthritis Producing Nerve Root Symptoms. J. R. Pawling, 
North N. Y. M. Ann., 1:15, April 1944. 

Contribution to the Objective Registration of Vasomotor Asymmetries in 
Trauma of the Spinal Cord. K. M. Freidin and A. D. Vadkovskaia. Biul., 
eksp. biol. med., 17:71-74, 1944. 

Spondylolisthesis. Analysis of Fifty-nine Consecutive Cases. Guy A. Caldwell, 
From the Section on Bone and Joint Surgery, Ochsner Clinic, New Orleans, 
La. Ann. Surg., 119:485-97, April 1944. 

Postoperative Management of Spine Fusion with and without Hemilaminectomy. 
George L. Thomas. Surg. Clin. North America (Lahey Clinic No.), 24:599- 
602, 1944. 

Clinical Observations on Low Back and Sciatic Pain with Particular Reference 
to the Lumbosacral Joint and to the Intervertebral Disk Syndrome. G. Ed- 
mund Haggart. Surg. Clin. North America (Lahey Clinic No.), 24:723-30, 
1944, 

Further Notes on the Structure and Function of the Intervertebral Disc. 
Geoffrey Doel, London, England. Brit. J. Radiol., 17:255-56, Aug. 1944. 
(The nature of the intervertebral disc is shown to be based on histological, 
anatomical, physiological and mechanical data presented by the author.) 

lodinated Organic Compounds as Contrast Media for Radiographic Diagnoses. 
G. H. Ramsey, J. D. French and W. H. Strain, Rochester, N. Y. Radiology, 
43:236-40, Sept. 1944. (Results in 150 cases of Pantopaque myelography 
show that use of this medium simplifies the procedure and leads to accuracy.) 

Myelography with Pantopaque and a New Technic for its Removal. W. G. 
Scott and L. T. Fuelow (Commanders, M.C., U.S.N.R.). Radiology, 43:241-49, 
Sept. 1944. (A new procedure is described for removing Pantopaque after 
completion of the radiographic examination.) 


10. Peripheral Nerves 


THE TECHNOLOGY OF NERVE REGENERATION: A _ RE- 
VIEW. SUTURELESS TUBULATION AND RELATED 
METHODS OF NERVE REPAIR 


PAUL WEIsS 


Department of Zoology, The University of Chicago, Chicago, Ill. 
J. Neurosurgery, 1:400-50, Nov. 1944 


Experiments on nerve unions in animals in conjunction with the 
study of the mechanism of nerve regeneration have led to important 
insight into the prerequisites for optimum nerve restoration. Arterial 
sleeve splicing complies with more of these prerequisites than other 
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methods, but further application of the lessons learned gives promise 
of even more substantial improvements, and sleeve splicing may 
eventually be superseded by some’ other more meritorious procedure 
incorporating its experiences. “he emphasis lies more on the prin- 
ciple than on its current form of application. ‘The author attempts 
a re-examination of the whole subject in the light of the increased 
knowledge and more critical standards of today. By sorting out the 
elements which are beneficial or harmful in all methods, scientific 
analysis prepares the synthesis of improved methods which will emerge 
from combining the positive features of different technics and elimi- 
nating their recognized drawbacks. ‘The results, subject to verification 
in laboratory experiments, may then be adopted as blueprints for clini- 
cal procedures. 

Following a detailed discussion of the mechanism of nerve regene- 
ration, and clarification of terminology, the subject of nerve degenera- 
tion and regeneration is considered with special attention to such as- 
pects as contact guidance, least resistance, chemotropism, galvanotaxis 
and nerve outgrowth, as well as nerve fiber branching, fiber resorption, 
volume of reinnervation and maturation. Also the specificity of 
fibers, trophic restoration, functional restoration and the interdepend- 
ence of regeneration phenomena are discussed. 

It is emphasized that methods of nerve repair can accomplish their 
ends only to the extent to which they conform to the realities of nerve 
regeneration. Failures may often be traced to the fact that some 
peculiarities of the tissues involved or some of the subtle interrelation- 
ships mentioned have been disregarded. ‘The capacity of a nerve to 
regenerate is subject to constitutional biological limitations. The 
growth potential is determined by the properties of the tissue itself and 
the growth rate cannot be raised above a certain maximum. Methods 
of nerve repair must therefore aim, not at stimulating the nerve 
growth, but at providing it with the conditions under which it can 
best realize its own potentialities. At present it seems that the only 
way in which nerve regeneration can be effectively promoted is to avoid 
the natural and clinical hazards that tend to depress it. The general 
wound healing tendency of the body happens to run counter to what 
would be in the best interest of nerve restoration. Part ef the surgical 
effort must therefore be directed toward eliminating this conflict. 
This can be done (a) by holding scar-provoking factors to a minimum 
and (b) by directing the unavoidable remainder into a course where 
nerve restitution will be harmed least, for instance, by forcing scar 
tissue to grow along, rather than into the nerve. The handicaps to 
herve regeneration may operate on a macroscopic or microscopic plane, 
and can be avoided only if recognized. 

The advantages of sleeve splicing are enumerated and individually 
assessed critically, on the basis of experiments, in regard to their signifi- 
cance for final functional restoration. ‘The eight features considered 
include insulation, tension, growth orientation, vascularization, pre- 
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vention of scars, suppression of neuromas and gliomas, confinement of 
liquid, and functional reorganization. ‘The great orderliness of con- 
nections rendered possible by sleeve splicing should facilitate fune- 
tional re-education. When properly executed, sleeve splicing yields 
sure success in all animal groups thus far tested. 

The clinical success of sleeve splicing will depend on how closely 
its crucial features can be reproduced in the human subject, as well 
as on the readiness with which cufhng material of the proper specifica- 
tions becomes available. ‘The comparative advantages of artery cuffs 
and tantalum cuffs are weighed, showing the superiority of the latter, 
but a search for an even more superior material, combining the 
features of tantalum sleeves with greater flexibility and translucency 
must be sought for. The practical advantages of sutureless sleeve 
splicing are emphasized, and the problems arising in connection with 
gaps. Data on two points are needed, namely the amount of stretch 
which nerve can tolerate without damage, and the maximum accept- 
able length of the gap between the nerve ends ina sleeve. ‘The critical 
length of the gap can be set at about one or two times the diameter 
of the nerve, that is, when the gaps are filled with normal blood. The 
comparative efhicacy of Ringer’s solution, pure blood plasma and whole 
blood of varying composition are discussed. Plasma suture does not 
seem to approximate sleeve slicing in performance. ‘The satisfactory 
results of sutureless sleeve splicing do not necessarily conflict with the 
predominantly unfavorable opinions on other somewhat similar 
methods used in the past such as nerve wrapping, tubulization, ete. 
The two latter methods failed principally because they were based on 
crude and inadequate conceptions of the mechanics of nerve and scar 
growth and ignored the microscopic and submicroscopic processes in- 
volved. ‘The most patent shortcomings included open space between 
the nerve and tube wall, perforation and absorption, foreign materials, 
collapse of the tubes, inadequate gap fillings and constriction. 

The surgeon must become so familiar with the biology and micro- 
technology of the tissues concerned with nerve repair that he will 
automatically come to view his macroscopic manipulations in terms of 
their micromechanical consequences, turning his attention to the 
microstructural frame in which cells and fibers move. He will then 
learn to calculate the play of tensions, fiber coagula, syneretic and pro- 
teolytic changes, and to recognize their sources; to understand the 
intricate interrelations of the Schwann cells, axons, macrophages and 
fibroblasts with one another and with their matrix, and to let his 
actions be guided by this insight. 207 references. 2 tables. 6 figures. 
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THE SYMPTOMATOLOGY OF ACOUSTIC ‘TUMORS WITH 
SPECIAL REFERENCE TO ATYPICAL FEATURES 


AXEL OLSEN and GILBERT HorRAX 


Department of Neurosurgery, The Lahey Clinic, and the New England Deaconess and New 
England eed Hospitals, Boston, Mass. 


J. Neurosurgery., 1:371-78, Nov. 1944 


The syndrome of acoustic tumors as summarized by Cushing, with 
a definite characteristic chronologic sequence of symptoms, has been 
verified so often as to be regarded as almost infallible. ‘The present 
authors are likewise of the opinion that if the complex is not typical 
some other type of tumor is likely to be present. “They wish, however, 
to emphasize the occasional absence of certain usual features; in par- 
ticular, deafness. ‘The subjective symptoms and objective findings in 
a series of 42 patients having verified acoustic neuromas are analyzed. 
Tinnitus was absent in 38 per cent of this group, and although it was 
noticed usually at about the same time as impairment of hearing, it 
preceded deafness in only 4 instances. The close association of tri- 
geminal nerve involvement with headache was of interest, and it may 
be that headache in a patient with an acoustic tumor is less significant 
of increased intracranial pressure than of pressure upon the fifth 
cranial nerve. ‘This is further borne out by the fact that 4 patients 
who had both headache and visual symptoms showed no papilledema. 
One significant observation was the presence of nystagmus in every 
patient. It was slower toward the side of the lesion in all instances 
in which it was recorded. 

Caloric examination were omitted in 9 patients, but an absent 
response from the labyrinth on the side of the lesion was ascertained in 
every case in which the test was carried out. ‘The value of an absent 
response from one side as diagnostic of an acoustic growth in patients 
having cerebellar signs and symptoms can hardly be overemphasized. 
Caloric tests should always be performed whenever there is the slightest 
suspicion of an acoustic neuroma, and not infrequently may obviate 
the necessity of a ventriculogram in doubtful cases. The latter, how- 
ever, may still be necessary in rare instances, and the same is true of 
a diagnostic lumbar puncture. 

Deafness was present in 39 cases, tinnitus in 26, instability in 16, 
headache in 34, trigeminal symptoms in 27, ial impairment in 25, 
vertigo in 13. Subjective complaints related to adjacent cranial nerve 
involvement, except the fifth, were almost absent. In rare instances 
dysarthria, dysphagia, squint or facial twitching had been noted by the 
patient. Nystagmus was observed in 33 cases, labyrinthine impair- 
ment in 33 (9 patients were not examined for this), deafness in 39, 
papilledema in 32 cases, trigeminal involvement in 33, other cranial 
nerve involvement in 38, incoordination in 32 and suboccipital tender- 
ness in 24 of the 42 patients. 

Ventriculograms were done in 8 cases. In only one patient did 
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the air study lead to suspicion of an acoustic neuroma by deformity of 
the occipital horn of the lateral ventricle as described by Stone and 
Schulze. A summary of this case is presented. Also, in a second case 
in which ventriculography was utilized, evidence of a posterior fossa 
tumor was definite from the air study, but an acoustic neuroma was 
not suspected. ‘There was no case in which roentgenologic examina- 
tion of the petrous ridges or of the internal auditory meati was the 
final diagnostic criterion, although roentgenograms showed positive 
findings in 9 of 15 cases. It is the authors’ opinion that routine lum- 
bar punctures in patients with brain tumors or other intracranial 
tumors are not only contraindicated but are definitely dangerous. In 
a few instances the spinal fluid findings may be of diagnostic aid and 
if the puncture is carried out in a hospital where immediate operative 
aid is available, if necessary, the danger is greatly minimized. In two 
cases in the present series the lumbar puncture was of diagnostic aid. 
One of these cases is described in detail. 11 references. 


AUTOLOGOUS PLASMA CLOT SUTURE OF NERVES: ITS 
USE IN CLINICAL SURGERY 


I. M. ‘TARLOv 
New York, N. Y. 
Neurological Services of the Jewish Hospital of Brooklyn and the Flower-Fifth Avenue 
Hospital, New York 


J.A.M.A. 126:741-48, Nov. 18, 1944 


Disadvantages in use of silk sutures in repairing severed nerves are 
strangulation of nerve fibers with the fibrosis that follows, disruption 
of the normal alignment of nerve fibers at the suture site, and misdi- 
rection of axis cylinders. Although tantalum wire is less inflammatory, 
the same objections are found in its use. 

A newer suture, autologous plasma clot suture, was used in repair 
of peripheral nerves in 14 cases and sufficient time has elapsed in half 
of them to evaluate the method. In one case complete recovery fol- 
lowed in five and one-half months after suture of the spinal accessory 
nerve at a point 4 cm. before its entrance into the sternocleidomastoid 
muscle. Another patient recovered use of a hand with continued less- 
ening of the atrophy, after suture of the ulna nerve at wrist level. A 
gap of 2 cm. between the nerve stumps existed for fifteen months be- 
fore repair was done. After an interval of nine and a half years between 
injury and suture in another case, recovery of sensation occurred after 
removal of a neuroma excised below the medial epicondyle of the 
humerus. Other cases are reported, showing the general good results 
of autologous plasma clot suture. 13 references. 8 figures. 
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EARLY DIAGNOSIS OF PERIPHERAL NERVE INJURIES IN 
BATTLE CASUALTIES 
W. Ritcuie (Brigadier, Consultant in Neurology to M.E.F.) and A. B. 
HARRINGTON (Capt., R.A.M.C.) 
Brit. M.J., 2:4-8, July 1944 


Tests to determine the integrity of the principal nerves of a wound- 
ed extremity are described, which can be done rapidly in, forward 
areas as a guide to early treatment. ‘These tests should be delayed 
only if the injuries are such as to cause loss of consciousness or pro- 
found shock. ‘The most accurate method of quick diagnosis is to test 
the voluntary action of the muscles supplied by each nerve in the field 
of injury. ‘The patient is asked to carry out specific movements 
against resistance or to Maintain posture against resistance (which may 
be slight); the muscles and their tendons should be carefully observed, 
and, if possible, palpated, to determine whether the muscles are actually 
contracting. Sensory tests may be used to supplement the muscle 
tests, but take more time and are more difficult to carry out in severely 
wounded patients. Only the simplest sensory tests should be used 
(such as testing with the point of a pin). ‘Testing sensation in the 
peripheral portion of the limb, the hand or foot, is the most essential, 
as such tests demonstrate the integrity of the main nerves. If the pa- 
tient is sweating from heat or shock, the anesthetic skin areas, if there 
is peripheral nerve injury, will remain dry. Changes in the reflexes are 
of value; loss of the biceps jerk and supinator jerk indicates injury to 
the upper brachial plexus; loss of the knee jerk, injury to the femoral 
nerve; and loss of the ankle jerk, injury to the medial popliteal nerve. 

Excessive splinting has done much harm, especially in injuries to 
the upper extremity, where it is often responsible for stiffening of the 
hand. Casts applied to the forearm should not extend beyond the 
middle of the palm, so that the metacarpo phalangeal joints remain 


free and early active or passive movements of the fingers should be 
carried out. 


ll. § ympathetic Nervous System 


See Index for Related Articles 


12. Head and Neck 


REFERENCES TO CURRENT ARTICLES 
Wounds of the Neck and Larynx. Roland S$. Lewis (Major, R.A.M.C.). Lancet, 
1:781-84, June 17, 1944. (Reports 12 cases of injury of the neck and larynx, 


and a 13th case in which ligature of the common carotid was done, although 
the wound was not cervical. In treatment, relief or prevention of respiratory 
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obstruction, arrest of hemorrhage, and prevention of infection are most im- 
portant. If tracheotomy is necessary to relieve respiratory obstruction, the 
tube should not be kept in longer than is “absolutely necessary.”’) 


Advanced Cancer of the Face. Tibor de Cholnosky, Post-Graduate Hospital, 
New York, N. Y. Am. J. Surg., 64:263-67, May 1944. (Presentation of a 
case to demonstrate the efficacy of a radical operation by electrosurgery.) 

Ganglion Cell Tumors of the Neck; Two Case Reports. Milton D. Bosse, 
Western Pennsylvania Hospital, Pittsburgh, Pa., Joseph A. Soffel (Major, 
M.C., A.U.S.), W. Scott Nettrour (Lieut. Comdr., M.C., U.S.N.R.) and J. Z. 
Rohm (Lieut., M.C., U.S.N.R.).- Am. J. Surg., 65: 120. 22, July 1944. (Reports 
one case of ganglioneuroma and one of ganglioneuroblastoma. In the first 
case the patient has been free of symptoms for three years since removal of 
the tumor. In the second case there were pulmonary metastases when the 
patient was first seen; death occurred within a month in spite of roentgen-ray 
therapy.) 

Cancer of the Trachea: Report of 5 cases. Gilbert E. Fisher, Birmingham, 
Ala. Arch. Otolaryng., 40:49-51, July 1944. (Cancer of the trachea, while rare, 
is found more frequently than sarcoma, with fulguration of the growth with 
electrocoagulation through the bronchoscope, followed by irr: sitistion of the 
lesion with high voltage roentgen rays, offering the recommended treatment.) 


Oral Surgery 


RECENT ADVANCES IN THE TREATMENT OF CARCINOMA 
OF THE MOUTH AND JAWS 


T. H. SOMERVELL 


Neyyoor, India 
Brit. J. Surg., 32:35-43, July 1944 


A series of nearly 5,000 cases of carcinoma of the mouth and jaws, 
involving over 8,000 operations, is reviewed with the view of determin- 
ing the treatment of choice in such cases, either by operation, x-rays or 
radium. Operative technique, based on over | 000 personal cases of 
operations for carcinoma of mandible and maxilla, is described. ‘The 
treatment best suited to various groups of cases is also discussed with 
reference to epithelioma of the cheek, lower jaw, tongue, upper jaw, 
glands of the neck and certain special situations. 

A brief description is given of some plastic operations essential for 
the filling up of facial defects left from cancer operations. ‘The rela- 
tive value in buccal carcinoma of x-rays, radium and operation 1s as- 
sessed. On the whole, the author regards operation to be the recog: 
nized treatment for all cases of carcinoma of upper and lower Jaws; 
with radium the best for cancer of the tongue or cheek, in conjunction 
with diathermy or operative removal of certain types of growth, such 
as large fungating masses, cancer of the entire tongue and epithelioma 
of the leukoplakic type in tongue or cheek. An appeal is made to 
surgeons to cooperate more intimately with radium departments than 
is usually the case. 8 references. 25 figures. 3 tables. 
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[It is to be noted that while the author advises radium for carcinoma of the 
tongue or cheek, he uses it in conjunction with operative removal in many cases. 
Some form of operative treatment is considered by many to be preferable for 
carcinoma of the tongue except for certain relatively small lesions.—Ep. | 


ORAL CANCER IN BOMBAY, INDIA. A REVIEW OF 1,000 
CONSECUTIVE CASES 
V. R. KHANOLKAR 


lata Memorial Hospital, Bombay, India 
Cancer Research, 4:313-19, May 1944 


An analysis of 1,000 cases of cancer of the mouth at the Tata Me- 


morial Hospital of Bombay is presented. In over 60 per cent of these 


cases, the neoplasm involved the base of the tongue and the tonsils; in 
22.5 per cent the cheek, floor of the mouth and the alveolus. The in- 
cidence of cancer of the lip and of the anterior two-thirds of the tongue 
was low. In comparing these figures with those of the Memorial Hos- 
pital in New York, the author notes that cancer of the lip represents 
almost 20 per cent of cases of buccal cancer in this hospital and only 
1.7 per cent of cases of buccal cancer at the Bombay hospital. In New 
York, cancer of the anterior two-thirds of the tongue occurs twice as 
often as cancer of the base of the tongue, while in Bombay cancer of 
the base is more than twice as frequent as cancer of the anterior two- 
thirds of the tongue. ‘The difference in the distribution of lip and 
tongue cancer in Bombay and New York raises problems that are 
deserving of further study. ‘he chewing of betel leaf has been con- 
sidered to be an etiological factor in oral cancer; the author’s study 
indicates that the incidence of oral cancer is high in some groups who 
chew a mixture of betel leaf and tobacco; but on the other hand, all 
population groups among whom this habit is common do not show a 
high incidence of oral cancer. ‘The author states that his review of the 
statistics presented is intended to show that “there is a problem’; and 
that if the factors that lead to the development of a common type of 
carcinoma in Western India (cancer of the base of the tongue) could 
be discovered “much suffering” could be avoided. 
REFERENCES TO CURRENT ARTICLES 
The Problem of Fractured Edentulous Mandible. E. S. Walker, Sydney, Aus- 


tralia. Dental J. Austral., 16:193-97, June 1944. (Presentation of the prob- 
lems associated with fracture of the edentulous mandible.) 

The Infra-Mandibular Method. S. Scougall, Sydney, Australia. Dental J. 
Austral., 16:198-206, June 1944. (Description of Kirschner wire longitudinal 
internal fixation in the presence of fracture to enable full use of the eating- 
talking mechanism.) 

Delayed Closure of Granulating Wounds of the Face. A. E. Rauer, First Mos- 
cow Medical Institute, Moscow, U.S.S.R. Sovietskaya meditsina, No. 7-8:22-24, 
1943, abstract in Am. Rev. Soviet Med., 1:456-58, June 1944. (Reports the 
use of delayed closure—eighth to twelfth day after injury in 150 cases of 
maxillofacial wounds, with “a smooth uneventual healing” in 87 per cent, 
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some separation of the wound, not interfering with union in 10 per cent, and 
partial or total disruption of the wound in 3 per cent. The method of delayed 
suture used is described.) 


Facial Prosthetic Reconstruction. N. A. Olinger, T. Katz and L. Singer, New 
York, N. Y. Dental Survey, 20:232-35, Feb. 1944. (Description of the technic 
used to restore nose and palate of a patient who lost his entire nose and most 
of his palate while undergoing surgical operation for cancerous growth.) 


Retropharyngeal Abscess: Problems in Treatment. Francis L. Weille and 
Elizabeth De Blois, Boston, Mass. Arch. Otolaryng., 39:344-47, April 1944. 
(Report on 27 cases with a mortality rate of 3.7 per cent.) 


14. Plastic Surgery 


RECONSTRUCTION AFTER RADICAL OPERATION FOR 
OSTEOMYELITIS OF THE FRONTAL BONE 


V. H. KazaAnjiANn and Epcar M. Hotmes 


Boston, Mass. 
Surg., Gynec. & Obst., 79:397-411, Oct. 1944 

This paper is based on 38 cases of patients operated upon for the 
correction of cranial defects following prev ious operations for osteo- 
myelitis of the frontal bone. ‘The indications for this plastic operation, 
the choice of implant material and the complications encountered have 
all been considered. Bone, cartilage, vitallium, tantalum and an 
acrylic have been used to replace lost frontal bone. When practical, 
the viable transplants should be employed as there is no perfect substi- 
tute for living tissue. Cartilage may be utilized for replacing small 
areas of lost bone or for improving the contour of the brow over a 
previous bone graft. 

Bone should be used to fill in defects up to 214 inches in diameter 
and bone is recommended in children as there is some regeneration in 
these cases as well as a change in skull size. In larger areas it is both 
easier and cosmetic results are better when one of the prepared plates 
is inserted. If the plates are tolerated, they will in time replace the 
living transplant as they offer the best protection to the brain. Of the 
plates to be considered, vitallium and the acrylics must be precast 
from models with slight alterations at operation. Both these materials 
have the advantage of creating a plate that can fill in the thickness of 
lost bone which it replaces, as well as offering a smooth external con- 
tour. A plate of tantalum must also be preformed but it may be al- 
tered at time of operation: it has the disadvantage of leaving a dead 
space between it and the dura which may prove troublesome. The 
inert inserts must be subjected to the test of time before final judgment 
may be passed as to their ultimate fate. 23 references. 25 figures. 

A creditable evaluation of the problem of replacement procedures for defects 
of the frontal bone which is applicable to a considerable extent to cranial de- 
fects generally.—Eb. | 
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REFERENCES TO CURRENT ARTICLES 

Skin Grafting of Amputated Fingers. B. C. Kilbourne. Proc. Inst. M. Chicago, 
15:94, April 15, 1944-45. 

The Correction of Abnormally Prominent Ears. Forrest Young, Rochester, 
N. Y. From the Department of Surgery, The University of Rochester School 
of Medicine and Dentistry. Surg. Gynec. and Obst., 78:541-50, May 1944. 

The Use of Small Pieces of Film-covered Skin Grafts. S. Baron Hardy and J. 
Wallace McNichol, Toronto, Canada. Surg. Clin. North America, 24:281-92, 
April 1944. 

The Role of Free Skin Grafts in Surface Defects. C. R. Straatsma (Lt. Comdr., 
M.C., U.S.N.R.). Surg. Clin. North America, 24:309-18, April 1944. 

The Transplantation of Skin. 10 Cases. T. H. Thomason. Texas State J. 
Med., 39:476, Jan. 1944. 

Open Abdominal Flaps for Repair of Surface Defects of the Upper Extremity. 
Darrel T. Shaw (Capt., M.C., A.U.S.). Surg. Clin. North America, 24:293-308, 
April 1944. 

Plasma Fixation of Skin Grafts. J. Eastman Sheehan, Polyclinic Medical School 
and Hospital, New York, N. Y. Am. J. Surg., 65:74-78, July 1944. (Describes 
method of fixing skin grafts by means of plasma and a leukocyte extract; the 
area on which the graft is to be placed is “painted” with plasma, the raw 
surface of the graft with the leukocyte extract, and the graft is then “imposed 
on” the defect and rolled into place with a hand roller, while the lower line 
is fixed with Michel clips. 

Psychology of the Patient Undergoing Plastic Surgery. Arthur J. Barsky (Major, 
M.C., A.U.S.). Am. J. Surg., 65:238-43, Aug. 1944. (General discussion, em- 
phasizing the need of attention to the psychology of the patient, his history 


and environment, in plastic surgery. Discusses the problems in both adult and 
child patients.) 


Reconstructive Surgery of the Nose in Congenital Deformity, Injury and Disease. 
Edward S, Lamont, Cedars of Lebanon Hospital, Hollywood, Calif. Am. J. 
Surg., 65:17-45, July 1944. (Discusses anatomy and physiology of the nose in 
relation to reconstructive surgery and describes operations employed in various 
types of deformity and injury, and in tumors of the nose.) 

The New Coagulum-Contact Method of Skin Grafting. Machtfeld E. Sano, 
Philadelphia, Pa. Am. J. Surg., 64:219-60, June 1944. (A discussion of the 
principles and technique of pooled, heparinized dried plasma and dried cell 
extract in experimental skin grafting on guinea pigs.) 

Muscles and Cartilages of the Nose from the Standpoint of a Typical Rhino- 
plasty. Bruno Griesman, New York, N. Y. Arch. Otolaryng., 39:334-41, April 
1944. (The author concludes that the physiology and morphology of the nose 
share equally in a good cosmetic result with proper physiologic function.) 

Typical Rhinoplastic Operation. Romeo A. Luongo. Arch. Otolaryng., 40:68- 
72, July 1944. (A detailed description of the technique to be followed in ° 
performing this operation is provided.) 


Reconstruction of the Frontal Bone with a Tantalum Implant following Re- 


moval of an Osteoma. John J. Conley (Capt., M.C., A.U.S.). Arch. Oto- 
laryng., 40:67-8, July 1944. 








QUARTERLY REVIEW 


15. Thyroid and Parathyroid 


REFERENCES TO CURRENT ARTICLES 
Physiology of the Thyroid Gland and the Treatment of Exophthalmic Goiter, 
E. C. Chaney, Memphis, Tenn. J. Tennessee M. A., 37:261-2, Aug. 1944, 
(Discussion of the medical treatment of exophthalmic goiter of both the 
accepted and experimental types.) , 
Thyroiditis. Albert J. Bowles, Seattle, Wash. Northwest Med., 43:225-7, Aug. 
1944. (Discussion of the surgical treatment of thyroiditis with a wi onien note 
about promiscuous thyroidectomie 5.) 
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The Endocrine Activity of Thyroid Tumors and the Influence of the Thyroid 
Hormone on ‘Tumors in General. Jacob Lerman, Boston, Mass. Surgery, 
16:266-72, Aug. 1944. (Reports that the state of thyroid function does not 
seem to influence greatly the growth and development of either experimental 
or human cancers.) 

Parathyroid Glands and Parathormone. Alfred Pope and Joseph C. Aub, Bos- 
ton, Mass. New England J. M., 230:698-707, June 8, 1944. (A review of 
literature regarding experimental studies on the mode of action of parathyroid 
hormone; relation between parathyroid hormone, vitamin D. and dihydro- 
tachysterol; factors affecting the activity of parathyroid glands; the parathyroid 
glands and growth, and repair of fractures; and the clinical aspects of hypo- 
parathyroidism and hyperparathyroidism. 122 references listed.) 

Contribution to the Study of Exophthalmos (Contribuicao ao estudo do exof- 
talmo). A. Marcondes Silva. Mem. Inst. Butantan, 17:105-109, 1943. 

Parathyroid Tetany (Tetania paratireoidiana). A. Moraes Rego. Med. cir. 
pharm., Rio de Janeiro, 18-31, Jan. 1944. 

Thyroid Abscess as Complication of Grippe (Schilddriisenabszess als Grippe- 
komplikation). K. Oxenius. Med, Klin., 40:128, Mar. 3, 1944. 

Basedow’s Disease (Morbus Basedow). E. Ljunghusen. Med. Klin., +0:117 
Mar. 17, 1944. 

Goiter Prophylaxis (Kropfprophylaxe) Wespi-Eggenberger. Med. Klin., 40:118, 
Feb. 18, 1944. 

A Case of Hyperparathyroidism with Adenomatous Hyperplasia of All Para- 
thyroid Glands (Et Tilfaelde af Hyperparathyreoidisme med adenomatos 
Hyperplasi af samtlige Parathyreoideakirtler.) J. ‘Thyssen. Ugeskr. for 
Laeger, 105:869-73, Aug. 26, 1944. 

Final Prognosis in Congenital Myxedema (Om den endelige Prognose ved 
congenit. Myxoedem). G. Gortz and A. R. Meyer. Ugeskr. for Laeger. 
105:901-4, Sept. 2, 1943. 

Self-inflicted Excision of Larynx and Thyroid and Division of Trachea and 
Esophagt is with Recovery. Willard W. Schuessler (Lt., M.C., A.U.S.), Wash- 
ington, D. C. From Division of —— and Maxillofacial Surgery, Walter 
Reed Hospital. J.A.M.A., 125:551-52, June 24, 1944. 

A Suggested Therapy for the Prevention of Granulocytopenia Induced by Thi- 
ourea. E. D. Goldsmith, Albert S$. Gordon, Grace Finkelstein, and Harry A. 
ets ge New York. From the Department of Biology, Washington Square 
College of Arts and Science, New York University. J.A.M.A., 125:847, July 22, 
1944. 

Lactacidemia in Hyperthyroidism (La lactacidemia en el hipertiroidismo). M. 
Sloer and J. F. Ganem. Dia med., 16:158, Feb. 21, 1944. 

A Surgeon Looks at Thyroid Disease. J. L. Decourcy. Cincinnati M. J. 
25:73-81, April 1944. 
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Symposium on the Use of Thiouracil in Hyperthyroidism, E. V. Newman, 
W. F. Rienhoff, Jr., and A. R. Rich. Bull. Johns Hopkins Hosp., 74:153-55, 
Feb. 1944. 


Hyperthyroidism and Mental Disturbances (Hyperthyroidie et troubles men- 
taux). E. Mutrux. Monatschr. f. Psychiat. u. Neurol., 107:249-86, Jan.-May 
19453. 

Studies on the Thyroid Gland. A. J. Ramsay and G. A. Bennett. Anat. Rec., 
87:321, Dec. 1943. 

Cancer of the Thyroid. Presentation of a Case with a Histopathologic Study 
of the Metastases (Cancer de tireoide; apresentacao de caso com estudo histo- 
patologico de metastases). O. Versiani and Lopes de Faria. Hospital, Rio 
de Janeiro, 24:531-37, Oct. 1943. 

Malignant Exophthalmos Following Thyroidectomy. M. M. Gardner. North. 
N. Y. M. Ann., 1:38, April 1944. 


Effects of Hypotonic Solutions upon the Living Thyroid Gland. J. C. Plagge. 
Anat. Rec., 87:345-53, Dec. 1943. 

Recurrent Hyperthyroidism. Persistence or Postoperative Recurrence (Hiper- 
tiroidismo recurrente; persistencia o recidiva post-operatoria). W. Te- 
jerina Fotheringham. Semana méd., Buenos Aires, 50: pt. 2:927-31, Oct. 1943. 
Basedow’s Disease and Acute Yellow Atrophy of the Liver (Morbo di Basedow 

e atrofia giallo acuta del fegato; considerazioni sul cosiddetto fegato tireotos- 
vio A. Cicconardi. Fol. med., Nap., 29:426-40, May 30, 1943. 

Masked Abscess in Colloid Goiter; A Case Report. M. Backer. Connecticut 
M. J., 8:298-300, May 1944. 

Goitre. T. H. Lennie. Bull. Vancouver M.A., 20:150-61, March 1944. 

Functional Parathyroid ‘Tumors and Hyperparathyroidism. Harold B. Alex- 
ander, John de]. Pemberton, Edwin J. Kepler and Albert C. Broders, Mayo 
Clinic, Rochester, Minn. Am. J. Surg., 65:157-88, Aug. 1944. (Reports 14 
cases with a discussion of blood chemistry, symptoms and pathology; in 13 
of the 14 cases, the tumor showed cytologic evidence of malignancy. Complete 
operative removal of parathyroid tumors of this type is necessary.) 

Carcinoma of the Thyroid Gland with a Solitary Metastasis to the Skull: Report 
of a Case. Hollis L. Albright, Boston, Mass. New England J. Med., 230:573- 
76, May 11, 1944. (Carcinoma of the thyroid and metastatic tumor of the 
skull were removed with no evidence of recurrence two and one-half years 
later.) 

Thiouracil and its Effects upon ggg” J. K. McGregor, Hamilton, 
Ont., Canada. Canad. M.A.J., 51:37-9, July 1944. (Twenty cases of hyper- 
thyroidism have been treated a thiouracil, 9 of which are reported in 
detail. Only one required thyroidectomy; in the other cases, symptoms were 
satisfactorily controlled with thiouracil, including 2 patients with recurrence 
of symptoms after a previous thyroidectomy.) 

Thiouracil in the ‘Treatment of ‘Thyrotoxicosis. E. M. Watson and L. D. Wil- 
cox, Univ. of Western Ontario Medical School, London, Ont., Canada. 
Canad. M.A.J., 51:29-36, July 1944. (Thiouracil relieved symptoms and re- 
duced basal metabolism in 9 of 11 patients. ‘Thyroidectomy, two-stage, was 
done in only one case.) 

Thiouracil in the Treatment of Hyperthyroidism. Elizabeth M. Martin, Osh- 
awa, Ont., Canada. Canad. M.A.J., 51:39-41, July 1944. (Reports 6 cases 
of hyperthyroidism treated with thiouracil with good control of symptoms in 
all and reduction of basal metabolic rate; thyroidectomy not required in any 
of these cases.) 


Abscess in the Thyroid Gland; Report of ‘Two Cases. Francis E. Stock, Colonial 
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Medical Service, Nigeria. Lancet, 1:789-90, June 17, 1944. (Report of 2 
cases in native women; collar incision and drainage of the pus resulted in 
complete recovery.) 


Large Goitre in a Child of 10. E. N. Callum, C.M.S. Hospital, Old Cairo, Egypt. 
Brit. M. J., 1:812, June 17, 1944. (Report of a case in which “all but a 
small portion” of the thyroid mass was removed without difficulty; — 
logical report stated that the appearance of the specimen was that of ‘ 
papillary adenoma of the tye ser gland.” 


Intrathoracic Goiter. Jos. L. De Courcy, and C. A. Price, Cincinnati, Ohio. 
J. Surg., 64:257-62, May 1944. (The incidence of intrathoracic goiter 
is very rare with only 3 cases occurring in the author’s review of a series of 
1,000 thyroidectomies. A case report is presented with operative and necropsy 
findings.) 
Congenital Teratoma of the Thyroid. E. H. Munro and R. Waldappel, Grand 
Junction, Colo. Am. J. Surg., 64:271-75, May 1944. (Presentation of a case, 
—one of the few ever found and diagnosed in the living, with cure following 
operation.) 


Toxic Reactions to Thiourea. C. R. St. Johnston, Queen Elizabeth Hospital, 
Birmingham, England. Lancet, 2:42-43, July 8, 1944. (Reports 3 cases of 
thyrotoxicosis in which thiourea caused a toxic reaction with fever, enlarge- 
ment of the spleen, leukopenia with monocytosis and a maculopapular erup- 
tion. All these patients recovered, and subtotal thyroidectomy was success- 
fully done later in 2 cases.) 

Pharmacology of Thiourea. David Campbell, F. W. Landgrebe and T. N. 
Morgan, Univ. of Aberdeen, Aberdeen, Scotland. Lancet, 1:630-32, May 13, 
1944. (A study of excretion and mode of action of thiourea. Concludes that 
its action in thyrotoxicosis is due to its power to combine with iodine, pre- 
venting the synthesis of diiodotyrosine and thus interfering with the synthesis 
of the thyroid hormone.) 

Thiouracil in the Treatment of Thyrotoxicosis: A Report of 72 Cases. Robert 
H. Williams and Howard M. Chute, Boston, Mass. New England J. Med., 
230:657-67, June 1, 1944. (Patients suffering with thyrotoxicosis were treated 
with thiouracil, 48 for more than 2 months, 35 for more than 4 months and 
16 for more than 6 months; 24 were treated for 2 months or less. Thiouracil 
was given as follows: 0.2 gm. three times daily for the first 2 weeks; then 0.2 
gm. twice daily until the metabolism was normal and then 0.1 gm. twice daily 
until the basal rate was maintained for several weeks; then dosage was re- 
duced to 0.1 gm. daily. Thyroidectomy was performed on 22 patients with 
smooth recovery. Pathologic changes from the treatment were unlike those 
from iodine therapy.) 

Effect of Thiouracil on the Iodine Content of the Thyroid Gland. E. B. Astwood 
and Adele Bissell, Boston, Mass. Endocrinology, 34:282-96, April 1944. (Ad- 
ministration of thiouracil to young rats was followed by almost complete dis- 
appearance of iodine from the thyroid glands in five days and the size of the 
glands increased threefold in two weeks. This showed that thiouracil inhibits 
the formation of thyroid hormone but the mechanism of this effect was un- 
determined.) 

Voice and Breathing Disabilities following Thyroid oer. C. G. Heyd, New 
York, N. Y. New York State J. Med., 44:1905-09, Sept. 1, 1944. (Clinically 
the laryngeal disabilities following thyroid surgery may express themselves 
during the operation, dysfunction postoperatively, and those who within 2 to 
3 days develop coughing attacks and aphonia.) 

Granulocytopenia. A Case Caused by Thiouracil. Andrew H. Meyer, Oakland, 
Calif. California & West. Med., 61:54, Aug. 1944. (Thiouracil is found ca- 

pable of producing marked granulocytopenia and even agranulocytosis.) 
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Hyperthyroidism and Amino Acids {ilaies tienen y acidos aminados). Jose 
M. Jorge, Pedro M. Ré and Jose M. Delrio, Instituto de Perfeccionamiento 
Medico-Quirurgico. Prensa méd. argent., 31:640-42, April 5, 1944. (The 
amino acids such as glycocoll, methionine and cystine can modify in a favor- 
able manner the pathologic symptoms of hyperthyroidism. Further thera- 
peutic investigation with these substances is urged.) 


16. Thoracic Surgery 


See Index for Related Articles 


Chest Wall 


REFERENCES TO CURRENT ARTICLES 

One Dozen Thoracoplasties with No Operative Mortality (Duzentas toraco- 
plastias sem mortalidade operatoria). E. Etzel. Med. cir. pharm., Rio de 
Janeiro, 1-9, Jan. 1944. 

An Abnormality of the First and Second Ribs Forming an Intraclavicular 
Tumor. A. P. Guttman, Winnipeg, Canada. Canad. M.A.]., 51:53-4, July 
1944. (Report of a case in which the mass was first noted at the age of 9 
years; caused no symptoms; no treatment attempted or “‘contemplated.’’) 

Osteoplastic Procedure for Correction of Funnel Chest. Rudolph Nissen, Jewish 
Hospital, Brooklyn, N. Y. Am. J. Surg., 64:169-74, May 1944. (The author 
presents this method for osteoplastic correction of funnel chest with the 
claim that it is devoid of the disadvantages of previously described opera- 
tions with various steps of procedure fully discussed.) 

Helpful Hints in Radiographing the Sternum. Brother D. Protrowski, Chicago, 
lll. X-Ray Tech., 15:230-3, May 1944. (Certain aids are suggested in the 
dificult task of roentgenography of the sternum.) 

Intrathoracic Subfascial Pleuro-pneumolysis and Combined Intra- and Extra- 
pleural Pneumothorax (Pleuro-pneumolyse sous-fasciale par voie intra- 
thoracique et pneumothorax intra- et extra-pleural combinés). D. Michetti. 
Leysin. Helvet. med. acta, 11:139, April 1944. (Extensive or badly located 
symphyses cannot be liberated by the usually efficient procedures of Jacobaeus 
and Maurer. Such adhesions have been successfully released by the author 
by an intra-thoracic subfascial pleuro-pneumolysis and combined intra- and 
extra-pleural pneumothorax. He obtained good results in 103 of 138 cases, 
or 74.6 per cent; poor results in 25.4 per cent of cases; and complications 
occurred in 51.4 per cent. The favorable results were thus slightly above 
those obtained by simple thoracocausty. Complications were likewise more 
numerous. The percentage of perforations (10.8 per cent) diminished fol- 
lowing stricter limitation of indications.) 

Hemostatic Thoracoplasty (Toracoplastia hemostatica). Alejandro Ceballos and 
Atilio C. Bottini, Hospital Nacional Central. Presa méd. argent., 31:817-21, 
May 3, 1944. (Thoracoplasty as an emergency operation in certain uncon- 
trollable hemoptyses is an intervention which gives splendid results and is 
not used as much as it deserves. Four cases are described in detail.) 


Superior Thoracoplasty; Total Extirpation of the First Two Ribs and Trans- 
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verse Apophyses in Obese Patients (Toracoplastia superior; extirpacion total 
de las dos primeras costillas y apofisis transversas en pacientes corpulentos), 
Ricardo Finochietto, Hospital Rawson, Miercoles. Prensa méd. argent., 
31:590-5, Mar. 29, 1944. (It is stated that the Roux-Bernoux incision is 
40 cm. in length to permit extirpation of only 25 cm. of rib. To avoid such 
extensive injury to the soft tissues, the author makes use of the interpectoral 
route of Vecarezza and an interscapular vertebral incision with displacement 
of the subjacent muscles. Local anesthesia is used. Illustrated description of 
technic.) 


18. Pleura 


EMPYEMA OF THE LUNG; A REVIEW OF THE LITERA- 
TURE AND AN ANALYSIS OF ONE HUNDRED 
SIX'TY-NINE CASES 
PAUL J]. SHANE 


Good Samaritan and Miami Valley Hospitals, Dayton, Ohio 
Am. J. Surg., 64:224-44, Nov. 1944 


In the 169 cases of non-tuberculous thoracic empyema reviewed, 
there were 11 deaths, a mortality rate of 6.5 per cent. In the group 
of 78 patients over 12 years of age, there were 8 deaths, a mortality 
rate of 10.25 per cent. In the group of 81 patients 12 years of age 
and under, there was one death, a mortality rate of 1.2 per cent. 
There were 9 cases of putrid empyema in the older age group, with 
2 deaths, 22 per cent. A comparison of the mortality rates for three 
5-year periods (1927 to 1937, 1932 to 1936 and 1937 to 1941) shows 
that the mortality was much the same, except that in the last 5-year 
period, the mortality for putrid empyema was increased to 40 per cent 
(2 deaths in 5 cases); however, in all of the 3 cases of putrid empyema 
occurring in 1942, the patients recovered. ‘The right side was in- 
volved in 82 cases, the left side in 83 cases, and both sides in 4 cases. 
The pneumococcus was the causative organism in 124 cases, 73.41 
per cent; the streptococcus in 35 cases, 20 per cent; and the staphylo- 
coccus in 6 cases, 3 per cent; mixed infections were present in the re- 
maining cases. Roentgen-ray and/or surgical findings showed the 
empyema to be encapsulated in 57 cases, diffuse in 27 cases, putrid in 
10 cases, massive in 9 cases, loculated in 6 cases, multilocular in 5, 
and encysted in one; in 5 cases the type was not determined. 

Roentgen-ray examination was made in all cases to establish or 
confirm the diagnosis; diagnostic aspiration was then done to establish 
the presence of fluid and to determine the causative organism. Only 
4 of the patients in this series recovered under treatment with thera- 
peutic aspirations alone; the author, therefore, cannot agree with those 
who claim that many cases of thoracic empyema can be cured by as- 
piration alone. Closed thoracotomy was done in 35 patients after as- 
piration proved ineffective; 2 of these patients had persistent cough 
at a recent follow-up examination; in 2 patients the end result is un- 
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known; the rest made a good recovery. ‘I'wenty-five of these 35 pa- 
tients were 12 years of age or under, indicating that closed intercostal 
drainage is most useful in the younger age group. Local anesthesia 
was used for all therapeutic aspirations and also for closed intercostal 
drainage. For closed drainage, the wound must be small enough for 
the drainage tube “to fit snugly,” so that air does not enter the pleural 
cavity. ‘The seventh interspace is usually chosen for closed drainage; 
a flapper valve, a water seal or siphon drainage may be used with or 
without continuous suction. In 37 cases rib resection was done after 
aspiration and closed drainage, including 4 cases of putrid empyema. 
In one case a partial thor acoplasty was done, and further surgery is 
required for a residual cavity; thoracoplasty was done in 2 other cases 
with complete recovery in one, and a residual cavity in the other. Rib 
resections were done in 91 cases after therapeutic aspiration; there 
were 8 deaths, including 2 cases of putrid empyema; in 2, end results 
are unknown; complete cure was obtained in 81 cases, including 4 cases 
of putrid empyema in which wide rib resection was done. ‘The rib 
to be resected was determined in each case by the location of the 
cavity; in 52 cases the eighth rib was resected; in 34 cases, the ninth rib, 
in 12 cases, the seventh rib, and “‘various combinations.’ Up to the 
last 4 years ethylene was the anesthetic used most frequently in rib re- 
sections and thoracoplasty; since that time cyclopropane has been used 
except in patients with cardiac lesions. In the postoper rative treatment, 
careful attention to the drainage apparatus is most important. The 
drainage tube must not be removed until the cavity is completely 
closed; this is best determined by frequent roentgenograms and fre- 
quent tests of the capacity of the cavity by the injection of fluid. 
Sulfonamide therapy was used in some of these cases, usually by the 
attending physician before the patient was sent to the hospital. It has 
been difficult to evaluate the results in this series. Apparently sulfona- 
mide ther raPy has “not appreciably altered the development of em- 
pyema cases,’ but has lowered the mortality. 

(Many surgeons would disagree with the author regarding the effect of sulfa 
therapy since most believe that the use of sulfa drugs has lowered the rate of 


empyema as a complication of pneumonia. Furthermore, local anesthesia is the 
method of choice in many clinics.—Ep. |] 


19. Lung 
MINIATURE SCAR-CARCINOMA OF ‘THE LUNG AND 
“UPPER SULCUS TUMOUR” OF PANCOAST 
ILttyp JAMES and WALTER PAGEL 


Central Middlesex County Hospital, London, England 
Brit. J. Surg., 32:85-99, July 1944 


Two cases are reported in which the clinical syndrome described 
by Pancoast was present in association with a squamous cell carcinoma 
at the thoracic inlet. 


In addition to the symptoms described by Pan- 
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coast, these patients also showed evidence of compression of the spinal 
cord. Pancoast found no evidence that these tumors had any relation 
to the lung or pleura, and considered that they arose from bronchial 
rests. In the 2 cases reported by the authors, however, serial sections 
of the lung tissue adjacent to the tumors were made. This showed in 
each case a “‘miniature”’ scar-carcinoma with hornification and sebace- 
ous material, indicating that this pulmonary tumor was the site of or- 
igin of the growth. ‘The authors conclude that special sections of 
adjacent lung tissue must be made before the pulmonary origin of 
‘upper sulcus” tumor can be definitely excluded. 


DISSECTION LOBECTOMY FOR BRONCHIECTASIS: 
REVIEW OF 100 CASES 


‘LT. Hotmes SELLORS, VERNON C. THOMPSON and GEORG! Quist 


Harefield Thoracic Surgical Unit, E.M.S., London, England 
Lancet, 2:101-4, July 22, 1944 


Dissection lobectomy was done in 100 cases of bronchiectasis by 3 
surgeons, employing “‘a fairly standard technique,” as described by 
Blades and Kent in 1940. Closure of the bronchus was attempted by 
various methods, but no “perfect’’ method was found and bronchial 
fistula of varying size developed in 42 per cent of cases. ‘his method 
of lobectomy is preferred _ to the tourniquet operation because the 
possibility of hemorrhage is diminished by individual ligation of every 
artery and vein; the hilar slough with danger of sepsis is eliminated; 
and the removal of the lobe is “total rather than subtotal.” 

In the 100 cases, there have been 8 deaths since the operation, 4 of 
these occurring within one month, 4 from 4 months to 19 months 
after operation. One immediate postoperative death was due to shock; 
one death occurring 6 days after operation was due to renal failure, 
resulting from transfusion of incompatible blood; in 2 cases death was 
due to suppurative bronchopneumonia (17 days and | month after 
operation). Cerebral abscess was the cause of one death at 4 months; 
tuberculous empyema and secondary hemorrhage caused death at 5 
months; and 2 later deaths were due to chronic empyema and pul- 
monary tuberculosis. 

In 56 cases in which full expansion of the lung occurred immedt- 
ately, good results were obtained in all but 6 cases. ‘There were 2 
deaths in this group, 1 due to anuria and | to cerebral abscess, so that 
only 4 of these eat had complications due to pulmonary lesions. 
Massive collapse occurred in 29 cases, but secondary bronchiectases 
occurred in enly 1 of these cases, and pulmonary tuberculosis in 2 
cases. In most cases preliminary poudrage with '% per cent iodized 
talc powder through the thoracoscope was employed to induce pleural 
adhesions to the upper lobe. In the 66 cases in which the adhesions 
were good, the incidence of massive collapse was reduced to 22 per 
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cent, but this complication was not entirely prevented. In the 33 cases 
in which the adhesions were poor or “fair” the incidence of massive 
collapse was approximately twice as great (42 per cent). ‘The low in- 
cidence of pulmonary sepsis in this series is attributed to the “‘elimina- 
tion of a septic bronchial stump” by the dissection technique of lobec- 
tomy. 


CAVERNOUS HEMANGIOMA OF THE LUNG (ARTERIO- 
VENOUS FISTULA), REPORT OF A CASE WITH SUC- 
CESSFUL ‘TREATMENT BY PNEUMONECTOMY 


\W. E. Apams, T. F. ‘THORNTON, JR. and LILLIAN EICHELBERGER 


Univ. of Chicago Medical School, Chicago, Ill. 
Arch. Surg., 49:51-58, July 1944 


Cavernous hemangioma (arteriovenous fistula) of the lung is “‘one 
of the rarest lesions.’’ Its association with compensatory polycythemia 
has been reported in only 4 cases in the literature. In the author's 
case, the chief symptoms were frequent nosebleeds, “extreme” cyanosis 
of the hands and face, and clubbing of the fingers and toes. The pa- 
tient was 24 years of age when first seen; the clubbing of the fingers 
and cyanosis had been present since the age of 6 years. Roentgeno- 
grams of the chest showed a lobulated, ‘ ‘moderately opaque” area in 
the left lung, and a similar smaller opacity in the right lung. Exami- 
nation of the blood showed a compensatory polycythemia (red cell 
count 7,200,000) and hyperhemoglobinemia. ‘There was an increased 
blood volume; the arterial blood had an oxygen capacity of 35.54 
volumes per cent, but contained only 25.10 volumes per cent, indicat- 
ing that only 71 per cent of the bincaihelie was oxygenated. A tenta- 
tive diagnosis of arteriovenous shunt chiefly in the left lung was made 
and an exploratory operation done after removal of 700 cc. of blood 
by venesection. At operation the apex of the lower lobe of the left 
lung was found to be attached posterolaterally to the parietal pleura 
over an area 4 by 5 cm. by “extremely” vascular adhesions; on the pul- 
monary surface covered by these adhesions, pulsations were visible 
with each heart beat. As this area could be depressed manually and 
refilled immediately on releasing pressure, it was evidently an 
aneurysm. ‘Two smaller lesions of similar type were found in the 
upper lobe of the left lung. Pneumonectomy was done, using a tech- 
nic of individual ligation; the hilus was “‘dusted” with sulfathiazole 
crystals, the chest wall closed without drainage. After closing the 
pleural cavity, air was removed and replaced with 600 cc. of plasma. 
Plasma was given intravenously—2,400 cc., an amount somewhat less 
than the blood loss at operation, plus the 700 cc. removed by venesec- 
tion. The patient made a good recovery, “the status of the blood” 
became approximately normal and the patient returned to work. In 
the 4 previously reported cases of this type, the clinical picture was 
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very similar to that in the authors’ case. ‘Therefore a diagnosis can 
usually be made if the possibility of this lesion is kept in mind. 


THE TREATMENT OF CARCINOMA OF THE LUNG: 
SYMPOSIUM 


J. L. Livincstone, R. C. Brock, FRANGCON Roserts, J. L. Dossie and 
W. L. Harnetr (Lt. Col., R.A.M.C.) 


King’s College, Guy’s and Brompton Hospitals, London, Addenbrooke’s Hospital, Cambridge and 
Holt Radium Institute, Manchester, England 


Brit. J. Radiol., 17:101-9. April 1944 


J. L. Livingstone notes the difficulties of diagnosis of cancer of the 
lung when the growth cannot be visualized by the bronchoscope and 
biopsy is not possible. The x-ray appearance of such peripheral car- 
cinomas of the lung is not always characteristic; bronchogr aphy may 
be of aid when the bronchoscopy is negative. X-ray examination of 
the esophagus with ‘‘a barium swallow’ may show a tumor or mass of 
glands displacing the esophagus. From his experience with radio- 
ther rapy, Livingstone is convinced that this form of treatment 1s not 
of value in cases of carcinoma of the lung with bronchial obstruction 
and infection. Radiotherapy is of greatest value in cases of mediastinal 
mass that may be due to a radio-sensitive condition; in peripheral lung 
tumors causing pain; and for postoperative treatment. 

R. C. Brock advocates pneumonectomy in the treatment of oper- 
able cases. ‘The percentage of operable cases is relatively low in car- 
cinoma of the lung, but the author has found that it is increasing in 
recent years and will probably continue to increase. Operation is not 
indicated in the ‘‘mediastinal type’; it gives better results than x-ray 
therapy in cases with bronchial obstruction, since in these cases a very 
small growth may “block a whole lobe.”” ‘The author reports opera- 
tion on 32 cases of carcinoma of the lung; in 3 cases lobectomy was 
done; pneumonectomy in 29 cases. ‘There were 9 operative deaths; 
4 of the nine deaths occurred in patients over 60 years of age. ‘There 
have been 8 deaths from recurrence of the growth in adjacent glands 
or metastases; 4 of these patients were tree from symptoms for one to 
two years. ‘Iwo patients, who were free from symptoms for two 
months, died of widespread metastases; operation probably should not 
be advised in such cases if the presence of metastases can be demon- 
strated before operation. Fifteen patients are living and well, 5 less 
than one year, 10 from one and a half to four and a half years. Some 
of these patients are doing “quite strenuous” work; only 2 wear a 
tube for drainage of the pleural space because of postoperative infec- 
tion. 

F. Roberts considers radiotherapy of very definite value in treat- 
ment of cancer of the lung. He has found that it gives considerable 
relief of symptoms, sometimes even in advanced cases. His experience 
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has convinced him that life is definitely prolonged by radiotherapy, 
but this is difficult to prove statistically. ‘hree characteristics of 
bronchial carcinoma are of importance in radiotherapy. The tumor 
may be very small, although causing local symptoms; such a small 
tumor may cause considerable general disturbance and loss of weight; 
there is marked tendency to early dissemination of the growth through 
the blood stream. ‘The first two characteristics indicate the advantage 
of concentrating small beams in the growth in order to give a sufh- 
ciently large dose without aggravating the ‘general disturbance.” ‘The 
third characteristic indicates that in many cases, cure is impossible, how- 
ever effective the treatment of the primary growth may be. For deep 
roentgen-ray therapy of carcinoma of the lung, Roberts employs a 
“double ring” of fields, an inner ring of four fields of a diameter of 4 
cm. each arranged as quadrants, and an outer ring of eight fields 
(diameter 8 cm. each). One such double ring on the front and one 
on the back gives twenty-four fields, and these can be supplemented 
by others on the homolateral side. With each field given 1,200 r, the 
total skin dose can be 28,800 r or more. Roberts considers that there 
are no satisfactory figures for depth dose to the lungs and he is develop- 
ing an indirect method of estimating the depth dose. He reports one 
case in which the patient is living and well six years after deep radio- 
therapy for cancer of the lung, but is of the opinion that neither radio- 
therapy nor surgery will cure cancer of the lung in more than “an ex- 
tremely small number”’ of cases. 

J. L. Dobbie reports 170 cases of bronchogenic carcinoma treated 
with deep x-ray therapy. ‘The majority of the patients were between 
41 and 60 years of age; 15 (9 per cent) between 30 and 40 years of 
age. In regard to the diagnosis of lung carcinoma, he emphasizes the 
value of tomography, as a guide to bronchoscopy and when broncho- 
scopic examination is negative. In 111 of the 170 cases, the growth 
was far advanced, and only palliative treatment was given using large 
fields and low dosage; 40 per cent of these patients obtained some de- 
gree of symptomatic relief, which was ‘“‘striking” in some cases; 26 
per cent lived over six months, representing a prolongation of life. 
“Radical” high-dosage x-ray treatment was employed in 59 cases. For 
this form of therapy, a plaster “envelope” in the form of a jacket was 
made for each patient, the tumor was localized in the envelope and 
the fields for treatment selected by its aid. A dose of 6,000 r in five 
weeks, or an equivalent dose in shorter intervals was given. Not all 
of the cases treated by this method were in the early stage, but in the 
advanced cases, the radical treatment was considered the best form of 
palliation. Of the 59 patients in this group one patient is living and 
en for six years, another for five years, 9 other patients are living but 

2 show signs of recurrence and one of cerebral metastases. Of the 48 
patients who have died, 10, or 21 per cent, lived a year or over; these 
patients had returned to work and remained “‘perfectly fit’’ for con- 
siderable periods of time before symptoms of recurrence or metastasis 
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developed. Among early cases with small tumors small-field x-ray 
therapy gives “reasonably consistent” good results; it is possible that 
in the lung, as in some other sites, the cases most suitable for surgical 
treatment are also those that are most suitable for radiation therapy. 

W. L. Harnett reports that in 15,200 cases of cancer registered 
with the British Clinical Cancer Research Committee in seventeen 
months up to September 1939, there were 1,023 cases of primary 
bronchial carcinoma. Of these 1,023 cases 59 per cent were so far ad- 
vanced when they first came under observation that only palliative 
medical treatment was indicated; and 12 per cent were treated by 
“palliative surgical measures.” ‘Thoracic exploration was done in 5 
per cent of the series, but only 1.5 per cent were found to be suitable 
for pneumonectomy. Deep x-ray therapy was employed in 20 per 
cent; intrabronchial radon and interstitial radon were used in 1.4 
per cent and 2.3 per cent respectively. In 294 cases in which the 
tumor was judged to be “‘still local,’”’ the average duration of the dis- 
ease was 13.3 months for males and 14.1 months for females; in those 
treated with x-rays, the average duration was 15.4 months for males 
(70 cases) and 13.4 for females (10 cases); in those treated with intra- 
bronchial radon, 18.4 months for both males and females (12 cases); 
in those treated with interstitial radon, 21.6 months for both males 
and females (15 cases). 


REFERENCES TO CURRENT ARTICLES 

Contribution on Pulmonary Cancer (Contribucion al cancer pulmonar). $. 
Garcia Tellez. Analecta med., Mexico, 4: no.3:3-6, 1943. 

A Pneumonolysis Sponge Carrier and Dissector. James S. Conant, Glenn Dale, 
Md. J. Thoracic Surg., 13:267-8, June 1944. 

Four-Inch Packing Nail in the Lung: Case Followed for Thirteen Years. J. 
Blair Hartley, Christie Hospital and Holt Radium Institute, Manchester, 
England. Brit. J. Radiol., 17:157-59, May 1944. (In the case reported the 
foreign body in the lung caused no symptoms; the patient recovered from an 
attack of pneumonia, without a cough. Another case is noted of a metallic 
foreign body in the lung of a child, with persistent cough for two years.) 

Multiple Cavernous Hemangiomas of the Lungs Successfully Treated by Local 
Resection of the Tumours. Robert N. Janes, Univ. of Toronto and Toronto 
General Hospital, Toronto, Canada. Brit. J. Surg., 31:270-71, Jan. 1944. 
(Report of a case; 2 operations. Review of literature shows no other case 
treated by this method.) 

Bronchogenic Carcinoma. O. Theron Clagett and G. V. Brindley, Jr. Surg. 
Clin. North America, Mayo Clinic Number, 839-50, Aug. 1944. 

Broncholithiasis. William S. Tinney and Herman J. Moersch. Surg. Clin. 
North America, Mayo Clinic Number, 830-38, Aug. 1944. 

Bronchopulmonary Moniliasis. Paul E. Wylie (Major, M.C., A.U.S.) and 

Joseph A. DeBlase (Major, M.C., A.U.S.). J.A.M.A., 125:463-65, June 17, 1944. 
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20. Mediastinum 


THYMECTOMY IN THE TREATMENT OF MYASTHENIA 
GRAVIS. REPORT OF TWENTY CASES 
ALFRED BLALOCK 


Johns Hopkins Univ. and Hospital, Baltimore. Md. 
J. Thoracic Surg., 13:316-36, Aug. 1944 


Thymectomy has been done on 20 patients with myasthenia gravis, 
16 of whom were females and 4 males. The ages of the patients varied 
from 14 to 48 years, and the duration of the disease from 7 months to 
12 years; 4 patients had had partial remissions. Only 2 patients had 
athymic tumor. In most of the other cases there was a persistent two- 
lobed thymus showing lymphoid hyperplasia with germinal center for- 
mation. 

Four of these patients have died since operation was done, 3 of 
them shortly after operation (within 4 days). “Iwo of these patients 
were severely ill before operation; in one, who did not have such a 
severe form of the disease and had had a cold several weeks prior to 
operation, death was due to atelectasis and respiratory failure; bronch- 
oscopic aspiration should have been done. ‘This is the only case in 
which the patie nt’s life was definitely shortened by the operation. ‘The 
fourth patient died 8 months after operation; she had a severe form of 


myasthenia gravis, which was not affected by thymectomy, and suffo- 


cated while eating. 

Three patients showed little if any improvement; one of these pa- 
tients showed considerable improvement at first but had a relapse 
during pregnancy. ‘The other 2 report slight improvement, but re- 
quire about the same dose of prostigmine as before operation. Five 
patients show a moderaie degree of improvement, and maintain this 
improvement on a reduced dose of prostigmine. Five patients show 
a considerable degree of improvement; one requires no prostigmine; 
the others maintain improvement with a smaller dose of prostigmine 
than was required preoperatively. ‘The improvement in at least 4 
of these 5 patients can be definitely attributed to the operation, as they 
had had no previous remission. One of these patients had a thymoma. 
Three patients are “practically well’ since operation and require no 
prostigmine, although one showed a partial relapse after discharge 
from the hospital; a thymoma was present in this case. The duration 
of the disease varied from 8 months (in 2 cases) to a year (1 case) in 
this group. The duration of the disease in the patient in the group 
showing considerable improvement who requires no prostigmine was 
also 8 months. This indicates that the best results from thymectomy 
in myasthenia gravis may be expected 1 in patients who have not had the 
disease “for an extended period.’” While the role of thymectomy in 
the treatment of myasthenia gravis has not yet been determined, the 
author is of the opinion that the operation should be done only in 
severe forms of the disease. 
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21 Heart 
THE EFFECT OF LIGATION ON INFECTION OF THE 
PATENT DUCTUS ARTERIOSUS 
Oswa.p S. ‘TuBsBs 


Surgeon to an E. M. S. Thoracic Unit 
Brit. J. Surg., 32:1-11, July 1944 


The author has reviewed the anatomy, physiology and pathology 
of the ductus arteriosus and then described 9 cases of subacute bac- 
terial endarteritis complicating a patent ductus, treated by ligation, 
with description of the surgical technique employed. Six of these 
patients are well today, some 15 months to over 4 years after operation. 
This recovery rate is approximately the same as that obtained by other 
surgeons. Boldero and Bedford (1924), commenting on the rarity of 
subacute bacterial endocarditis on the right side of the heart, unless 
there was a leak into it from the left side, suggested that this might be 
due to venous bleeding being inimical to bacterial growth. If this sug- 
gestion be true, a ready explanation for the success of ligation would 
be available, for if this were done at a stage when the vegetations were 
limited to the pulmonary side, bacteria would be deprived of the ar- 
terial stream coming through this channel and might therefore be ex- 
pected to die. It would further explain another observation that those 

cases showing pre- opel rative systemic embolism, which is evidence of 
extension to the aortic opening of the ductus or to the aortic or mitral 
valves, rarely, if ever, recover. 

The effect of ligation on infection of a patent ductus has been dra- 
matic and infection must now be considered an urgent indication for 
operation. Under these circumstances, it is important that the super- 
vention of infection be diagnosed early. 23 references. | table. 


ACUTE PERICARDITIS DUE TO STREPTOCOCCUS 
VIRIDANS 


M. D. HARGROVE 


Shreveport, La. 
New Orleans M. & S. J., 96:435-39, April 1944 


Acute pericarditis due to streptococcus viridans is rarely found, 
although pericarditis may be caused by a variety of organisms. A case 
is reported in a 16-year -old boy with acute pericarditis resulting from 
a streptococcus viridans septicemia that followed an upper respiratory 
infection. Streptococcus viridans was twice found in cultures of the 
blood and pericardial fluid. The disease ran a stormy course and the 
outcome at first was doubtful. 

Pain, dyspnea, pericardial friction rub and rapid enlargement of the 
heart as noted in this case are the usual signs of this disease. Other 
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symptoms of the disease are effusions producing cardiac tamponade, 
enlarged liver and ascites. Electrocardiograms are recommended dur- 
ing septicemia, pneumonia and osteomyelitis if there is a suspicion of 
pericardial disorder. X-ray diagnosis is also helpful, as rapid increase 
in the heart shadow indicates pericardial effusion and where fluoro- 
scopic examination can be made, the degree of pulsation may be deter- 
mined. Where pericardial effusion has been diagnosed or suspected, 
pericardial paracentesis should be performed, to establish the presence 
of an effusion and its type. ‘The organism causing the condition may 
be determined by smear, culture or animal inoculation. 

In the reported case, pericardial paracentesis and electrocardi- 
ography indicated acute pericarditis due to streptococcus viridans. 
About a week later the pericardium was again aspirated and 50 cc. 
of fluid obtained whose culture showed streptococcus viridans. ‘Two 
weeks later a third pericardial paracentesis was attempted but no fluid 
obtained. From aspiration in another week 1,010 cc. of fluid were 
obtained. Early treatment consisted of sulfanilamide given for 3 days 
and then sodium salicylate for 2 weeks, both without effect. Sulfanila- 
mide therapy was then resumed, 20 gr. every 4 hours for 5 days, then 
20 gr. four times a day for 1 week and gradually reduced to 10 gr. 
three times a day. On three occasions salyrgan was administered. ‘The 
patient continued to receive during his hospitalization 20 gr. of sul- 
fanilamide daily, vitamins and ferrous sulphate. He was hospitalized 
for a little over 2 months and returned for examination 2 and 4 months 
later, showing great improvement, gain in weight, heart normal in size 
and rhythm regular, as shown by fluoroscopic examination. 


22. Esophagus 


SURGICAL TREATMENT AND CLINICAL MANIFESTATIONS 
OF BENIGN TUMORS OF THE ESOPHAGUS WITH REPORT 
OF SEVEN CASES 
STUART W. HARRINGTON and HERMAN J. MOERSCH 


Mayo Clinic, Rochester, Minn. 
J. Thoracic Surg., 13:394-414, Oct. 1944 


Benign tumors of the esophagus are classified in two main groups, 
mucosal and extramucosal. Mucosal tumors arise from the submucosa 
and are often pedunculated; they are usually fibrolipomas or fibromy- 
xomas and they are covered by normal esophageal epithelium. The 
extramucosal or intramural tumors arise from the muscle of the eso- 
phageal wall and do not involve the mucosa; they are usually leiomyo- 
mas. ‘The pedunculated tumors are most apt to cause symptoms of 
obstruction at a comparatively early stage; such symptoms include 
dysphagia, substernal pain, regurgitation of food, cough and dyspnea. 
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Regurgitation of the tumor into the mouth may occur and this may 
be the first symptom. ‘This may “imperil life,” owing to the blocking 
of the trachea and strangulation. Intramural tumors rarely cause 
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Fic. 1. Transpleural esophagotomy for complete removal of pedunculated polypoid 
lipoma which was attached at the introitus of the esophagus (Case 1). The tumor 
caused a marked dilatation and displacement of the esophagus, filled the entire lumen 
and extended to the cardia. Left insert shows posterolateral incision. Upper right 
insert shows marked displacement and dilatation of the esophagus and the site of the 
incision of the esophagus above the azygos vein. Lower left insert shows closure of 
esophagus by using a continuous inverting suture of silk. Lower right insert shows the 
completion of the closure of the esophagus and overlying mediastinal pleura with inter- 
rupted silk sutures. 
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symptoms of obstruction until they have attained large size Both 
roentgenographic and roentgenoscopic examinations are of value in 
the diagnosis of benign tumors of the esophagus. Esophagoscopy is of 
“utmost importance,” both for determining the site of origin of the 
tumor and for biopsy. With benign tumors it is sometimes difficult to 
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Fic. 2. Large leiomyoma of the right wall of the lower part of esophagus and 

cardia extending through and enlarging the esophageal hiatus and partially ob- 

structing the esophagus at the cardia (Case 3). Tumor was removed through an 

oblique left rectus incision. Esophagus and cardia were repaired with interrupted 
silk sutures. 


obtain a satisfactory biopsy specimen through the normal esophageal 
mucosa. ‘The site of origin of pedunculated tumors can usually be 
definitely determined, but this also may be difficult if the tumor is 
intramural. 

Surgical treatment is indicated in most cases of benign tumor of 
the esophagus, especially since such tumors may undergo malignant 
degeneration. As a rule operation is not urgent, and indications for 
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operation depend upon the patient's general condition, the severity 
of the symptoms, and the site of the tumor. The method of operation 
depends upon the size, location and type of the tumor. If a small 
pedunculated tumor is located high in the esophagus it may be removed 
through the mouth with a snare and cautery. Larger tumors of this 
type are removed by cervical esophagotomy. ‘Transthoracic esophagot- 
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Fic. 3. Resection of lower fourth of esophagus for removal of leiomyoma in 

Case 5. The stomach was transposed into the thoracic cavity (lower left insert), 

and the esophagus was anastomosed to the anterior wall of the stomach (lowe 
right insert). 


Illustrations courtesy of the Journal of Thoracic Surgery 
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omy is indicated for very large pedunculated tumors and for those 
located low in the esophagus. Intramural tumors often require a more 
extensive operation than pedunculated tumors, as they usually attain 
a large size before diagnosis is made. If only a segment of the wall of 
the esophagus is involved, the tumor may be removed by local excision, 
and the esophagus reconstructed; with more extensive tumors resection 
of the esophagus is indicated. 
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Seven cases of benign tumor of the esophagus are reported. Esoph- 
agotomy was done in 5 of these cases, resection of the esophagus in 
| case, and removal through the mouth in | case. Of the 5 cases in 
which esophagotomy was done 3 were pedunculated tumors, 2 removed 
by cervical and | by transpleural esophagotomy. Of the 2 cases of 
intr a tumors removed by esophagotomy, an abdominal operation 
was done in | case through a left rectus incision, a transpleural opera- 
tion in ty ounce: in the latter case the tumor was a large cystic tumor 
which displaced the esophagus to the right and caused compression of 
the right main bronchus. In both cases the esophageal wall was repaired 
with interrupted silk sutures. In the case of intramural tumor in which 
resection of the esophagus was done, the patient died of broncho- 
pneumonia; death in this case was due not so much to the operation 
as to the fact that the patient had had asthmatic bronchiectasis for 
many years. Operation was delayed in this case until the patient’s 
general condition improved, but the authors are of the opinion that 
operation should have been refused, as the tumor was not the cause 
of the symptoms. In the case in which the tumor was removed bv 
snare and the cutting current, with the esophagoscope, the tumor was 
pedunculated, and attached to the left lateral wall of the esophagus 
just below the level of the cricoid cartilage. Repeated regurgitation 
of the tumor into the mouth was the chief symptom in this case. 


CAUSES OF MORTALITY FOLLOWING RADICAL RESEC- 
TION OF THE ESOPHAGUS FOR CARCINOMA 


Joun H. GarLock 


The Mount Sinai Hospital, New York, N. Y. 
J. Thoracic Surg., 13:415-23, Oct. 1944 


In the series of carcinoma of the esophagus reported, there were 66 
cases of adenocarcinoma of the cardia with esophageal involvement and 
65 cases of squamous cell carcinoma of the esophagus. In the first 
group, 31 patients were found to be operable and a transthoracic resec- 
tion and anastomosis were done; there were 16 operative deaths, a 
mortality of 51.6 per cent. In the second group, surgical exploration 
was done in all, but the growth was found to be operable in only 29 
cases. The Torek operation or a modification of it was done in 15 
cases; and in 14 cases an intrathoracic anastomosis was done. ‘There 
were 13 oper. ative deaths in these 29 cases, a mortality of 44.8 per cent. 
Up to 1943, the operation of choice for carcinoma of the middle third 
of the esophagus was the modified ‘Torek procedure. But in 1943, 
the author discarded this procedure in favor of an operation in which 
the stomach is brought over the arch of the aorta and anastomosed to 
the esophagus near the apex of the chest; this has been done without 
jeopardizing the blood supply of either organ, and without producing 
any “unusual disturbances” by the abnormal position of the stomach. 
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The 2 patients in which this operation has been done made a good 
postoperative recovery, and | has been well for a year since operation, 

In the series of cases reported, 6 deaths are attributed to preventable 
causes; 1 of these deaths was due to operative shock; 2 were due to 
peritonitis, resulting in | case from a leak in the esophagus and in 
another from a very small perforation of the upper stomach; | death 
was due to herniation of the cecum and terminal ileum through an 
opening in the diaphragm between two sutures and infarction of the 
bowel; 1 death was due to massive collapse of the lung resulting from 
a plug in the main bronchus (the bronchial tree was not aspirated at 
the close of the operation); | death was due to tension pneumothorax 
(an early case in the series). In 23 cases death was due to complic ating 
medical conditions, cardiovascular accidents in 13 cases (including 6 

cases of cerebral accidents), pneumonia in 6 cases, respiratory failure 

in 2 cases, and “undetermined cause”’ in 2 cases. 

Of the 16 surviving patients with squamous cell carcinoma, 8 died 
of recurrence, | died of coronary thrombosis 314 months after opera- 
tion, and 7 are living and well for 1 month to 8 years after operation, 
4 for 3 years or over. 

From a study of these cases, the author finds that: Duration of 
dysphagia is not a criterion of operability; this depends upon the 
“biological characteristics’ of the tumor. Esophagoscopy and _ biopsy 
are necessary for accurate diagnosis; if symptoms persist and the first 
esophagoscopic examination is negative, repeated examinations should 
be made. Every patient who is to be submitted to a radical operation 
for carcinoma of the esophagus should have a thorough physical exam- 
ination, electrocardiography, vital capacity determination, renal func- 
tion studies, and special attention to teeth and gums. In cases of 
adenocarcinoma of the cardia, a careful rectal examination should be 
made; a rectal shelf indicates inoperability. Hoarseness in cancers of 
the midde third of the esophagus indicates laryngoscopic examination. 
Preoperative treatment should include intravenous administration of 
saline and glucose, plasma, whole blood and amino acids. A preliminary 
gastrostomy should not be done; if ‘alimentary feeding” is indicated, 
jejunostomy is preferable. An expert anesthetist is necessary; the 
author has employed a combination of avertin and controlled positive 
pressure ethylene and ether inhalation anesthesia. In the operative 
technic, complete hemostasis, avoidance of operative trauma and “‘un- 
hurried” manipulative procedures are important in decreasing post- 
operative mortality. Great care should be taken to avoid injury to 
the external musculature of the esophagus; any tear should be repaired 
with fine silk. In mobilizing the stomach for transplantation great 
care must be taken to maintain its blood supply; the same is true of 
the stump of the esophagus. For the anastomosis the author employs 
interrupted silk sutures, tied without tension, placed so as to‘approxt- 
mate mucosa to mucosa accurately, and “telescoping” of the stomach 
over the suture line. Careful repair of the diaphragm is also necessary. 
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All patients are placed in an oxygen tent following operation, and no 
swallowing is permitted for 4 or 5 days. A careful watch should be 
kept for postoper rative chest complications, and the bronchoscope used 
if necessary to remove secretions. 

In the discussion of this paper, R. H. Sweet of Boston, Mass., re- 
ported that he had had 2 deaths in 14 cases in which the Torek opera- 
tion was done, a mortality of 14 per cent; 1 death was due to cerebral 
hemorrhage and | to sepsis. In 50 cases in which resection with an 
pephagogastric anastomosis was done, there were 6 deaths, a mortality 
of 12 per cent; 1 death was due to shock and hemorrhage and | to 
ventricular flutter and 4 to sepsis. Earle B. Kay (Major, M.C., A.U.S.) 
stated that he had seen a number of patients who are unable to swallow 
after a Torek operation. He has, therefore, employed an intrathoracic 
anastomosis between the proximal end of the resected esophagus and 
a gastric tube made from the greater curvature of the stomach, after 
radical resection of the esophagus for carcinoma. ‘The operation is done 
in two stages, the gastric tube being fashioned in the first stage; in the 
second stage the esophageal resection is done and the anastomosis made. 


THE SURGICAL RECONSTRUCTION OF 80 CASES OF ARTI- 
FICIAL ESOPHAGUS 
SerGE S. Yupin (Col., Red Army M.C.) 


Moscow, U.S.S.R. 
Surg., Gynec. & Obst., 78:561-83, June 1944 


From an analysis of various operations for surgical reconstruction 
of the artificial esophagus, the author comes to the conclusion that 
there are two “reliable” operations, the total intestinal esophagoplasty 
of the Roux-Herzen type and the combined operations of Wullstein, 
Lexer, Blauel. In the author’s experience, he has found the total 
intestinal plastic of Roux-Herzen satisfactory in cases where the stric- 
ture is located below the middle of the cervical section of the esophagus. 
Exclusive of the preliminary gastrostomy, this operation is done in 
two stages, the exteriorization of the intestine into the neck and its 
direct anastomosis with the cervical portion of the esophagus. But in 
some cases this operation can be very difhcult or may be absolutely 
impossible. ‘The chief difficulty is the mobilization of a sufficient 
section of the intestine, especially if the disposition of the radial vessels 
and of the mesenteric arcades is unfavorable. ‘The total intestinal 
plastic operation is also unsuitable for cases in which the stricture is 
located high in the neck, or even in the pharynx. 

In cases in which the Roux-Herzen type of operation is not indi- 
cated a method of isolating a segment of the intestine and transplanting 
it underneath the skin of the thoracic wall (cutaneous tube) has been 
employed, with anastomosis with the esophagus, or if necessary, with 
the pharynx at the second stage. The first-stage operation—mobiliza- 
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Fic. 10. Blauel. 


Fics. 1 to 10. Schematic drawings of the various operative procedures. 
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28, and 29. Various steps in the use of two lateral flaps drawn together diagonally 


to correct the defect in the neck. 


Illustrations by courtesy of Surgery, Gynecology and Obstetrics. 
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tign and transplantation of the intestine—is done under spinal anes. 

thesia. A sufficient length of mesentery and intestine is mobilized to 

reach the neck and the upper end is dissected between two crushing 
clamps; the duodenal end is left in situ, the intestinal end is closed. 

An anastomosis of the duodenal end of the intestine with the distal 

end of mobilized segment is made. ‘The formation of the subcutaneous 

tunnel is then carried out; the author has designed special iron rods, 
with heart-shaped tips having slightly curved ends, in three sizes for 
this purpose. The isolated segment of intestine is then drawn into 
the tunnel and the abdominal wound is closed. At the second stage 
operation, the intestine in the upper end of the cutaneous tunnel is 
mobilized, and anastomosis is made with the cervical esophagus by 
joining the end of the esophagus to the side of the intestine. Where 
the stricture is located high in the neck and the pharynx is also 
involved, a pharyngeal stoma is formed for anastomosis with the in- 
testinal stoma. ‘The defect in the neck is corrected by the use of two 
lateral flaps drawn together diagonally. In some cases where the 
intestine has not been drawn up to the level of the pharyngeal stoma, 
the upper portion of the esophagus is constructed from skin (cutaneous 
tube). In 80 cases in which various types of operations for recon- 
struction of the esophagus were done, there have been 4 deaths at 
operation or in the interval between stages; in 73 cases in which sub- 

cutaneous transplantation of the esophagus was done, there were 3 

in which partial necrosis of the intestine occurred postoperatively. 

There have been failures making alterations and corrections of the 

operative procedure necessary, and in some instances “exhausting” 

plastic operations on the pharyngeal stoma have been necessary. 
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Roentgenologic Diagnosis of Peptic Ulcer of the Esophagus. F. J. Lust and 
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eign bodies, neurologic lesions and functional conditions together with a dif- 
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Fistula between the Esophagus and the Tracheobronchial Tree. H. J. Moersch 
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ures may be of value in the treatment of esophago-tracheobronchial fistula, 
especially those fistulas due to trauma.) 


Carcinoma of the Thoracic Esophagus. Clinical Observations and Experiences 
with Twenty-eight Surgically Explored Cases. Ralph Adams. Surg. Clin. 
North America, (Lahey Clinic No.) 24:684-93, 1944. 

Conservative Treatment of Tubular Impermeable Cicatricial Strictures of the 
Esophagus (Zur konservativer Behandlung réhrenformiger, impermeabler 
Narbenstrikturen der Speiseréhre). R. Felkel. Chirurg., 15:550-54, Sept. 15, 

1943. 
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23. Breast 


OPERABILITY VERSUS CURABILITY OF CANCER OF THE 
BREAST 


U. V. PorRTMANN 


Cleveland, Ohio 
Ohio State M. J., 40:742-45, August 1944 


The difference in results obtained by competent surgeons doing 
radical mastectomy for cancer of the breast is attributable to their dif- 
ferent interpretation of criteria of operability, i.e., in selection of cases 
for surgery. “Operability” and “‘curability’’ of cancer of the breast are 
not synonymous terms. No justifiable comparison can be made be- 
tween the results obtained by irradiation and those obtained by 
operation upon patients with less extensive involvement. Survival 
rates are not the only basis for comparison. ‘The author presents the 
following 


Classification for Cases of Primary Cancer of the Breast Based on 
Clinical and Pathological Criteria 


Group I. Skin—not involved. 

Tumor—localized in breast and movable 

Metastases—none in axillary lymph nodes or elsewhere 
Group II. Skin—not involved 

Tumor—localized in breast and movable 

Metastases—few axillary lymph nodes involved, none elsewhere 
Group III. Skin—edematous, brawny red induration or inflammation not ob- 


viously due to infection, extensive ulceration multiple secondary 
nodules 


Tumor—diflusely infiltrating the breast, fixation of tumor or breast 
to chest wall, edema of breast, secondary tumors 

Metastases—many axillary lymph nodes involved or fixed, no clini- 
cal or x-ray evidences of remote metastases 

Group’ IV. Skin—as in any other group or stage 

‘Tumor—as in any other group or stage 

Metast: yses—axillary and supraclavicular lymph nodes extensively 
involved, clinical or x-ray evidence of more remote metastases 


The incidence of 605 classifiable cases in each group according to 
methods of treatment is tabulated. 

These findings indicate that the principal reason for uncertainty 
regarding results of irradiation is the higher proportion of cases in 
advanced stages receiving irradiation than in those having operations. 
They also emphasize the need for classifying cases of cancer according 
to the clinical and pathological manifestations of anatomical extent 
of involvement when comparing methods of treatment. Up to the 
end of the fourth year the percentage of survivals is higher in cases 
given irradiation than in those with operation only. The yearly sur- 
vival rate of patients having irradiation only is as good as that of 
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patients having operation only. The criteria of incurability are listed 
as follows: 
The Skin 
1. Edema (orange or pig skin) of more than slight extent 
2. Ulceration of more than slight extent 
3. Brawny, red and inflamed, not obviously due to infection 
4. Multiple secondary nodules. 
The Breast 
1. Diffusely edematous 
2. Diffusely infiltrated 
3. Multiple secondary tumors 
t. Fixation to the chest wall 
Metastases 
1. Axillary lymph nodes numerous, extensively involved, and fixed 
Z. Supraclavicular lymph nodes or edema of the arm 
3. Involvement of contralateral breast or lymph nodes 
t. Remote metastases in bones, lungs or other viscera 


There is little justification for subjecting patients with clinical 
manifestations of incurability to radical operations. Fewer of the 
patients treated by operation survive one year than those not under 
going operation. ‘They should be treated by irradiation alone. Just 
as many or more will survive, their economic usefulness is prolonged 
and they receive palliation. 5 references. 3 tables. 

[Surgeons will, in general, agree with the author's comments. However, it 
must be admitted that there are other factors explaining the difference in results 
obtained by competent surgeons doing radical mastectomy for cancer of the 
breast than the factor of different interpretation of criteria of operability. 
There is the factor, for instance, of how the operation is done. “This will vary 
considerably even in competent hands. The classifications based on clinical and 


pathological criteria used by the author are interesting. ‘The majority of such 
classifications, however, are more helpful to their originator than to others.—Ed.] 


CHRONIC CYSTIC MASTITIS WITH PARTICULAR REFER- 
ENCE TO CLASSIFICATION 
WarrEN H. Corr and Lewis J. Rossirrr 
Chicago, Il. 


From the Department of Surgery, University of Illinois, College of Medicine, Chicago, Ill 
Ann. Surg., 119:573-90, April 1944 


The authors have made an attempt to separate the lesions of chronic 
mastitis into groups which would have a pathologic as well as a clinical 
significance. From this arp chronic cystic mastitis can be 
divided into four groups: (1) adenofibrosis; (2) benign parenchyma- 
tous hyperplasia; (3) precancerous hyperplasia; and (4) cystic disease. 
A single specimen may reveal gradations of all four types, but usually 
one type predominates. A lesion is classified as precancerous even if 
only a very small portion of the breast reveals this type of change. The 
authors are convinced, in agreement with most recent workers, that 
carcinoma can and does develop in certain types of chronic cyst 
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mastitis. Carcinoma seems most apt to develop in precancerous hyper- 
plasia which is in itself a benign disease. For this reason the authors 
recommend simple mastectomy (not radical) if removal of a nodule 
reveals a hyperplasia of the precancerous type. Adenofibrosis and 
cystic disease are less susceptible to malignant change and can easily 
be distinguished clinically and pathologically from parenchymatous 
hyperplasia and precancerous hyperplasia. 8 references. 8 figures. 
Discussion by Dr. J. Garland Sherrill, Louisville, Ky., Dr. J. Shelton 
Horsley, Richmond, Va., and Dr. John C. Henthorne of Vicksburg, 
Miss. 


[This paper is a thoughtful and careful review of that most important sub- 
ject, chronic cystic mastitis, in the light of the authors’ experience. The fact 
that this lesion is, in certain cases, associated with and probably the reason for 
the development of carcinoma is stressed. ‘The authors’ grouping is a good one. 
This condition, however, has been so burdened with names and groups that it 
is impossible to remember them all. The one best suited to the individual 
surgeon will probably be the one he adopts. Regardless of names, the important 
thing to remember is that in one type malignancy need not be considered 
jmazoplasia (Cheatle), adenofibrosis (Cole and Rossiter), etc.|, while in another 
type epithelial hyperplasia with cystic degeneration (Cheatle) and the pre- 
cancerous hyperplasia (Cole and Rossiter) carcinoma develops in 15 to 20 
per cent of the cases.—Ep. | 


24. Diaphragm 


See Index for Related Articles 


25. Abdominal Surgery 
RELATIONSHIP BETWEEN THE LYMPHOBLASTIC 
AND THE DIGESTIVE TRACT 
J. Borak 
New York, N. Y. 
New York University College of Medicine 
Am. J. Digest. Dis., 11:241-44,. Aug. 1944 


TUMOR 


In the last few years the author has seen 8 cases of lymphoblastic 
tumors affecting the digestive tract. The clinical symptoms are func- 
tional disorders of digestion dependent upon the localization of the 
tumor. If the tumor is in the vicinity of the pharynx, there is dys- 
phagia; if in the vicinity of the stomach or duodenum, vomiting results. 
When the tumor is in the vicinity of the rectum constipation develops. 
The radiological signs concern the morphological appearance of the 
digestive organs in dependence upon the size of the tumor. If the 
tumor is small there is an indentation of contours; if larger, there is 
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also displacement of the affected organ. When the tumor is very large, 
an occlusion of the lumen results with symptoms of stenosis. The 
treatment of choice in these cases is roentgen therapy, the effects of 
which become manifest in a few days. The tumor disappears com- 
pletely within a few weeks. Radiotherapy removes the immediate 
danger to life but the final outcome of the disease leaves much to be 
desired. Five cases are described in detail. The first patient, with 
a tumor of the pharynx, remained locally symptom-free following x-ray 
therapy during a two-year period of observation, but dev eloped lymph 
nodes on the other side of the neck and in the mediastinum which 
were treated with rays. In the second case of Hodgkin’s disease the 
tumor was located in the esophagus and x-ray therapy led to disappear: 
ance of the tumor. ‘The third patient had a lymphosarcoma of the 
stomach. Here, too, x-ray therapy caused disappearance of the tumor 
so that vomiting ceased and the stomach regained its normal appear- 
ance. In the fourth case the lymphosarcoma was located in the 
duodenum. X-way therapy had a prompt effect on symptoms, subjec- 

tively as to pain and objectively as to the return of permeability of 
the duodenal tract. A mediastinal tumor recurred, however, ¢ causing 
the death of the patient shortly afterwards. In the fifth case the rectum 
was the seat of the tumor. A node was excised revealing probable 
lymphosarcoma. The tumors disappeared following x-ray therapy 
with relief from constipation and restoration of the normal configura- 
tion of the rectum. 8 figures. 


REFERENCES TO CURRENT ARTICLES 

Back Pain in Disease of the Gastrointestinal and Accessory Gastrointestinal 
Tract. Andrew B. Rivers and Andries I. Roodenburg, Rochester, Minn. 
From the Division of Medicine, Mayo Clinic. J.A.M.A., 125:421-26, June 10, 
1944. 

Shotgun Wounds of the Abdomen. W. M. Warman. West Virginia M.]., 
10: 169-72, June 1944. 

Gaseous Distention in Abdominal Surgery (Distension gaseosa en cirugia ab- 
dominal). R. E. Donovan. Bol. Acad. argent. cir., 28:118, May 3, 1944. 
Causes of Fever Following Abdominal Operations. Frank H. Lahey. Surg. 

Clin. North America, (Lahey Clinic No.), 24:554-59, 1944. 

Management of Intestinal Distention (Adynamic Ileus), with Special Reference 
to Postoperative Distention. Earl J. Boehme. Surg. Clin. North America, 
(Lahey Clinic No.), 24:560-77, 1944. 

Penetrating Wounds of the Abdomen. Analysis of 105 Cases, 45 Gunshot 
Injuries and 60 Stab or Puncture Wounds (Heridas penetrantes del abdomen; 
analisis de 105 casos; 45 por bala y 60 por intrumentos corto-punzantes). 
A. Serra. Bol. Asoc. med. Puerto Rico, 36:117-21, March 1944. 

Adrenal Medullary Tumor (Pheochromocytoma) and Diabetes Mellitus; Dis- 

appearance of Diabetes after Removal of the Tumor. Leroy E. Duncan, Jr. 

James H. Semans, and John E. Howard, Baltimore, Md. Ann. Int. Med., 

20:815-821, May 1944. (Discussion of a case of adrenal pheochromocytoma 

with such severe disturbance of carbohydrate metabolism that he had been 

treated for several years for diabetes mellitus. Removal of the tumor caused 
disappearance of diabetic symptoms.) 
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Traumatic Rupture of the Gastrointestinal Tract by Non-Penetrating Bodies. 
N. Frederick Hicken and John L. Carlquist, Salt Lake City, Utah. Am. J. 
Surg., 64:209-16, May 1944. (A report of 5 cases in which effective treatment 
consisted in early diagnosis, anti-shock treatment and application of corrective 
measures for the repair of damaged bowel.) 

Surgical Removal of a Huge Retroperitoneal Cyst. Lewis E. Nolan and Wm. R. 
ogee Laird Memorial Hospital, Montgomery, W. Va. Am. J. Surg., 64:405- 


1, June 1944. (Presentation of a case of large multilocular retroperitoneal 
wall with a review of the literature.) 


26. Abdominal Wall 


NEOPLASMS OF THE ANTERIOR ABDOMINAL WALL, WITH 
SPECIAL CONSIDERATION OF DESMOID TUMORS; 
EXPERIENCE WITH 391 CASES AND A COLLECTIVE 

REVIEW OF THE LITERATURE 


Georce T. Pack and Henry E. EHRLICH 


Memorial Hospital, New York, N. Y. 
Surg., Gynec. & Obst., 79: Internat. Abstr. Surg. 1:77-98, Sept. 1944 


In the authors’ series of 470 tumefactions of the anterior abdominal 
wall, 391 were true neoplasms; 305 were primary neoplasms. Of these 
primary neoplasms, 80 per cent were benign and 20 per cent were 
malignant. Of the primary malignant tumors, 25 were carcinoma; 
30 were sarcoma, not including desmoid tumors that had undergone 
malignant degeneration; 8 were malignant melanoma. ‘There were 
17 cases of desmoid tumor in this series, comprising 4.2 per cent of 
the true neoplasms and 5.5 per cent of all primary tumors. All but 
2 of the patients with desmoid tumors were females; and all but one 
of these 15 female patients had had a recent pregnancy. ‘There are, 
however, no definite data to indicate a sex-endocrine relationship of 
desmoid tumors, and no attempt has been made to treat these tumors 
by the administration of sex hormones. 

On the basis of their experience in this series of cases, and from 
areview of the literature, the authors conclude that radical excision 
is indicated in neurofibroma of the Recklinghausen type and lym- 
phangioma of the anterior abdominal wall. Basal-cell cancer responds 
well to low voltage roentgen-ray therapy in most cases. Epidermoid 
cancer may be treated with radium, low- or intermediate-voltage 
roentgen rays or surgical excision, or a combination of the two. Primary 
epidermoid carcinoma of the anterior abdominal wall shows little 
tendency to metastasize, but regional lymph-node involvement “‘can be 
expected’’ in metastatic carcinoma. As epidermoid cancer of the 
anterior abdominal wall often arises in fistulous tracts or scar sinuses, 
adequate excision or “elimination by other means” of such lesions is 
indicated. In the treatment of primary sarcomas of the abdominal 
wall, the authors advocate preoperative irradiation and wide resection 
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of a “full thickness segment” of the abdominal wall. Preoperative 
irradiation is of value even if the tumor is not radiosensitive, as it 
produces progressive fibrosis of the surrounding tissues, prev enting or 
delaying invasion of the blood stream and facilitating operation. 
Desmoid tumors may: be circumscribed or diffusely infiltrating; 
either case these tumors characteristically compress and invade muscle. 
The muscle most frequently the site of desmoid tumor, in the authors’ 
series, was the rectus abdominis. ‘The desmoid tumors are character- 
istically dense and hard with few blood vessels; if they undergo malig. 
nant degenet ration, they become softer in consistency and relatively 
vascular. Although some malignant degeneration into low-grade 
fibrosarcoma occurred in 3 of the authors’ cases, there was no instance 
in which lymph node involvement or metastasis occurred; and no such 
case has been reported in literature. Radical surgical excision is the 
treatment of choice for desmoid tumors; radiation therapy should be 
employed only in inoperable cases or when the patient is a poor surgi- 
cal risk. 
REFERENCES TO CURRENT ARTICLES 
Retroperitoneal Gas. G. E. Parker (Major, R.A.M.C.). Lancet, 2:5-7 July 1 
1944. (Reports 5 cases in which gas was found in the eiecipisiamunal tissues 
following injury: gunshot wounds, 4 cases; motor car accident, | case. In 
one case there was a rectal injury; in one, duodenal laceration; in 2 cases a 
thoracic as well as abdominal injury with stripping of the diaphragmatic 
peritoneum; in one case infection with gas-forming organisms; 3 of these 
patients died, including the one with gas bacillus infection.) 


Metabolic Studies in Patients with Cancer of the Gastrointestinal ‘Tract. VILL 
The Chemical Composition of the Liver, Especially in Patients with Gastroin- 
testinal Cancer. IX. Effects of Dietary Constituents upon the Chemical 
Composition of the Liver, Especially in Patients with Gastrointestinal Cancer. 
Irving M. Ariel, Jules C. Abels, Helen T. Murphy, George T. Pack, and C. P. 
Rhodes, New York, N. Y. Ann. Int. Med., 20:570-579, 580-589, April 1944. 
(A study was made of a group of patients with gastrointestinal cancer, show- 
ing a high incidence of fatty infiltration and probably glycogen depletion. It 
is ‘Suggested that these disturbances in hepatic chemistry make such patients 
serious surgical risks. A further study was made to determine the effect of 
certain dietary constituents on fatty infiltration of the liver. Results suggest 
that these patients, before brought to operation, should be given glucose and 
lipocaic to bring altered hepatic chemical constitutions to normal and thus 
help to increase the resistance of the livers to damage by hepatoxins.) 


Scout Radiography of Acute Conditions of the Abdomen. J. V. Lafond, Colum- 
bia, Mo. X-ray Tech., 15:229, May 1944. (Three points must be emphasized 
in radiography of the acute abdomen: the preliminary diagnosis, with that 
given the radiologist, and a knowledge of what procedure to follow.) 
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27. Hernia 


RECURRENT HERNIA: AN INVESTIGATION OF THE 
CAUSES OF RECURRENCE AND THE APPLICATION OF 
THE PRINCIPLES OF TREATMENT OF THE PRIMARY 
LESION 
WiLtiAM Parrick, (1) Lt. Col., R.A.M.C. (T.A.) 
Brit. J. Surg., 31:231-39, Jan. 1944 


A series of 70 recurrent hernias operated on by the author included 
39 cases in which the primary operation had been done in a military 
hospital and 31 cases with primary operation in a civilian hospital. 
With 2 exceptions (Regular Army personnel) all primary operations 
in military hospitals had been done after the outbreak of the war; 
of the primary operations in civilian hospitals, only 8 had been done 
in this period. In operations for recurrent hernia, it is often difficult 
to determine the detail of the original operation unless some “‘out- 
standing’ method has been used. In 10 of the author’s cases of re- 
current hernia the Bassini operation had been done; other investi- 
gators have reported a higher incidence of primary Bassini operations 
in recurrent hernia. In 52 cases the sac of the recurrent hernia was 
of the indirect type, in 18 of the direct type. In 17 of the 52 cases 
with indirect sac, the sac had not been removed at the primary opera- 
tion; in 9 cases the sac had been only tied at the neck, and in 8 cases had 
been completely removed. In 3 cases a new sac had apparently arisen 
from the neck of the sac previously removed, and in 16 cases an “a 
paréntly new” sac was present. ‘The author considers that the chief 
cause of recurrence of hernia in this series was “incompetent or in- 
inefficient or inadequate” treatment of the sac. A study of other fac- 
tors that may predispose to recurrence indicates that one of these is 

“faulty or ill-chosen repair” of the canal. Another factor is faulty 
postoperative management without remedial exercises and graduated 
physical training or hardening. ‘There is a type of recurrent hernia 
for which no adequate explanation can be found at operation for the 
recurrence in these cases; there may be a weakness of or even ‘‘a definite 
gap” in the transversalis fascia at the deep ring. In 5 of the author's 
cases the operation was done for a second recurrence; in 6 cases there 
was a recurrence on one side after a bilateral operation; these findings 
indicate a possible pre-disposition to hernia and faulty selection of 
cases for the type of operation used. Possible causes of recurrence of 
hernia that have not been brought out by this investigation are “‘se- 
vere” handling of the tissues and dislocation of the cord at the primary 
operation, and incomplete hemostasis or infection of the wound. 

In the treatment of the primary hernia, several factors are impor- 
tant in reducing the incidence of recurrence. The first of these factors 
is proper selection of cases; the factors of age, general physique, local 
muscular development and employment, as well as the “‘details” of the 
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hernia must be considered. [he most suitable age period for opera- 
tion is 20 to 30 years of age; beyond this age, patients with intercur- 
rent disease, poor muscular development, a tendency to obesity and 
a large hernia should not be subjected to operation, as a rule.  Pre- 
operative treatment is important in successful operation for hernia; 
the patient should be admitted to the hospital five days before opera- 
tion and kept in bed for three days before operation, during which 
time he should be instructed in the muscular exercises that are an im- 
portant part of the postoperative treatment. During this period also, 
the patient should be studied by the anesthetist and the type of anes- 
thesia selected in consultation with the surgeon. In the technic of the 
primary operation for hernia, the sac must be “‘identified, isolated, trans- 
fixed and completely remov ed as far above the neck as possible.” The 
stump should be “‘oversewn’’; it may be anchored to the under-surface 
of the muscular layer or allowed to drop back. ‘This adequate treat- 
ment of the sac is an essential part of the operation for hernia. In 
patients with a small, simple, well-developed hernial sac and a firm, 
deep inguinal ring, it was not formerly considered necessary to do 
‘additional repair work” on the canal, but the recent tendency is to- 
wards some type of repair of the canal, or at least the treatment of 
the transversalis fascia and deep abdominal ring as a routine. ‘The 
author prefers the fascial “slide” method for repair of the canal. An 
accurate repair of the transversalis fascia at the deep inguinal ring, 
which should be narrowed on its lateral aspect, is essential whether 
the fascial slide operation is done or not. In regard to suture material, 
the author did not find evidence of recurrence being due primarily 
to the use of unsuitable suture materials. He considers silk or linen 
thread “‘probably best’ for fascial repair, but that chromicized cat- 
gut can be used for cases not requiring this type of repair. Remedial 
exercises to develop the abdominal muscles are an important part of 
the postoperative management and should be begun about the tenth 
day (not earlier), although some minor leg or trunk movements may 
be carried out before that time. ‘The routine exercises are carefully 
arranged and graduated with the aid of a qualified instructor, and are 
carried out during the entire period of convalescence and by the pa- 
tient at home while he reports at intervals to the surgeon or rehabilita- 
tion center. 


| Without reflecting on the surgical ability of the author of this paper, since 
he did not do the primary operation in his cases, it would seem that a great 
many of these patients were operated upon by incompetent surgeons. One of 
the outstanding principles of surgery, which applies particularly to hernial 
surgery, is that one cannot suture muscle to fascia with any idea that it will 
hold when there is a strain put upon it. In any standard hernial operation 
where Poupart’s ligament is used the following principles apply: It is absolutely 
essential that the sac be removed; it should be transfixed, and then the impor- 
tant thing is to suture fascia to fascia, using either fascial suture or non-absorb- 
ent sutures of silk, cotton or fine steel wire, attaching the fascia above to the 
shelving edge of Poupart’s ligament below. In all cases except children, and in 
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all instances where Hesselbach’s triangle is at all weak, it is best to suture the 
external oblique to the shelving edge of Poupart’s ligament beneath the cord, 
making the internal ring as snug as is compatible with circulation. This opera- 
tion is after the manner of the original Halsted operation and gives a much 
lower incidence of recurrence than does the Bassini procedure where the cord 
is placed beneath the external oblique fascia. Some surgeons suture the upper 
fascial structures to Cooper’s ligament instead of Poupart’s ligament, but the 
principles outlined above still hold true.—Eb. | 


Peritoneum 


ee Index for Related Articles 


29. Stomach and Duodenum 


FURTHER OBSERVATIONS ON CARCINOMA OF THE 
STOMACH IN A LARGE GENERAL HOSPITAL 


FREDERICK FITZHERBERT BoycE 
New Orleans, La. 
New Orleans M. & S. J., 97:217-36, Nov. 1944 


In the first series of cases of carcinoma of the stomach analyzed by 
the author from the New Orleans Charity Hospital in 1933, the per- 
centage of cases in which resection was done was 17.5 per cent and the 
mortality of resection was approximately 53 per cent. In the second 
series of cases analyzed in 1941, the percentage of cases in which resec- 
tion was done was 27.5 per cent, and the mortality of resection was 
56 per cent. For the 2-year period ending December 31, 1942, the 
statistics are “somewhat more encouraging.” Of the 239 patients 
with carcinoma of the stomach admitted to the hospital during this 
period, 95 (39.7 per cent) were operated on, with 26 postoperative 
deaths (27.3 per cent). “There were 30 cases in which resection was 
done, 12.5 per cent of the entire series, and 31.5 per cent of the surgi- 
cal cases. ‘The mortality of resection was 26.6 per cent in this series. 
The improvement in the mortality of gastrectomy in this series is 
“striking”’; it is attributed largely to improvement in preoperative and 
postoperative care. But the proportion of cases in which the growth 
was resectable is still “far from encouraging.” 

In a study of 134 cases in which death occurred without operation 
and the diagnosis of cancer of the stomach was made at autopsy, either 
in the hospital (115 cases) or by the coroner (19 cases), the diagnosis 
of cancer of the stomach was not made during life in 11 of the 19 
cases examined by the coroner or in 45 of the 115 cases autopsied at 
the hospital, i.e., in 41.8 per cent of the 134 cases. In 28 of the 115 
hospital cases, the growth per se was found to be resectable. Surgical 
consultation had been asked in 7 of these cases, and in 6 of these, opera- 
tions had been stated to be “impossible.” 
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It is evident that earlier diagnosis of cancer of the stomach is es. 
sential for improvement in the results of treatment. It must be re. 
membered that carcinoma of the stomach may occur in younger per- 
sons as well as at the so-called cancer age; that the symptoms are atypi- 
cal in many cases; and that it often occurs in combination with other 
diseases, the study of which “furnishes opportunities (usually over- 
looked)” for detection of the gastric malignancy in its incipiency. In 
the diagnosis of gastric cancer, gastric analysis is not diagnostic, but 
may be “confirmatory.” X-ray examination is “indispensable,” and 
gastroscopy is useful, but the findings with these diagnostic measures 
should not be accepted if not in accord with the clinical picture. The 
author is of the opinion that “the greatest field for improvement” in 
the diagnosis of carcinoma of the stomach depends upon surgical ex- 
ploration, in all cases of supposed gastric ulcer in persons in middle 
life, without “undue delay.” At this age period gastric cancer cannot 
usually be “‘safely differentiated” from gastric ulcer without such sur- 
gical exploration. 


REFERENCES TO CURRENT ARTICLES 

Pyloric Syndrome; Its Treatment (Sindrome pilorico. Su tratamiento). Arturo 
Richieri. Prensa méd. argent., 31:788-94, April 26, 1944. (This syndrome 
is a frequent complication of both gastroduodenal ulcer and gastric cancer 
|pyloro-antral localization]. Symptoms are described including radioscopic 
findings. ‘loxemia due to retention must be corrected or surgical interven- 
tion may prove fatal. Alkaline medication is dangerous. A bland diet is 
prescribed with frequent aspiration of the stomach contents and gastric lavage. 
During the night a jejunal tube may be used to drain the stomach. Calcium 
chloride is given to combat gastric spasm, and rectal and parenteral fluids 
to combat dehydration. The type of operation will depend upon the site of 
the lesion and may consist of gastroenterostomy, gastroduodenostomy, or sub- 
total gastric resection. For otherwise inoperable cancer, palliative gastroen 
terostomy is indicated.) 

Flat Ulcer of the Duodenal Bulb in Edematosclerotic Stage (Ulcer plana de 
bulbo duodenal en periodo edemato-scleroso). Tulio Martini. Prensa méd. 
argent., 31:646-49, April 5, 1944. (Duodenal ulcer develops by stages. It 
is first a simple flat ulcer, the second stage pure edematous bulbitis, and in 
the third stage the bulbitis becomes edematous sclerotic. In the fifth stage. 
the chronic bulbitis is purely sclerotic and stenotic. Finally the sclerosis ol 
the bulb is complicated by fibro-adhesive periduodenitis. ‘The patient here 
discussed was doubtless in the third stage, 1.e., at a stage of the disease when 
clinical and anatomic involution are still possible. The patient was put on 
a bland diet with slight secretion-stimulating properties. ‘Topical, antiphlo- 
gistic, and antispasmodic drugs were applied. Physiotherapy was administered 
to invigorate the patient and to strengthen the abdominal wall. Digestion 
was aided by the horizontal or inclined position.) 

Atypical Ulcer Syndrome in a Patient Following Gastrectomy for Ulcer (En- 
fermedad ulcerosa atipica en un gastrectmizado por ulcus). “Tulio Martini, 
Miércoles. Prensa méd. argent., 31:785-88, April 26, 1944. (A patient who 
had been gastrectomized for ulcer suffered from rhythmical and_ periodic 
gastric symptoms, with loss of appetite, dyspnea, atypical pain and_ loss of 
strength. Before gastrectomy the lesion consisted of a perforating ulcer of the 

minor curvature of the stomach. Following operation, the picture resembled 
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that of chronic gastrojejunitis with acute or subacute exacerbations. ‘The pa- 
tient revealed signs of bilateral extensive pulmonary tuberculosis. Hypertro- 
phic splenitis suggested a possible luetic factor. Besides the usual gastric 
remedies, sulfarsenol in increasing doses was prescribed in the hope that a 
therapeutic test might confirm the clinical diagnosis.) 

Subacute Pseudoperforating Gastric Ulcer (Ulcera subaguda del est6mago seudo- 
perforante.) ‘Tulio Martini, Miércoles. Prensa méd. argent., 31:518-21, 
March 15, 1944. (A patient of 57 years who had suffered from ulcer symptoms 
for 4 months was seized with an acute attack lasting 36 hours. The symp- 
toms gradually subsided and the patient was in a state of remission when 
admitted for treatment 6 months ago. The attack was difficult to interpret 
except as a manifestation of lithiasis which had been present for 7 years. 
It was concluded that this was a case of subacute ulcer causing a peri-ulcerous 
inflammatory tumor which responded to resolvent therapy. The patient 
had no doubt suffered from a gall-bladder condition which at some stage 
of its development had given rise to lithiasis but was at present uncompli- 
cated by stones. It is suggested that cholecystitis may have led to secondary 
infection of the digestive tract. The secondary infection was responsible for 
the pseudo-niche image. ‘The patient was put on a bland and slightly hypo- 
cholesterinic diet with topical and = antispasmodic medication. Other 
measures included absolute bed rest, injections of histidine, heat to the abdo- 
men, and resolvents.) 


30. Small Intestines 


See Index for Related Articles 


31. Appendix 


See Index for Related Articles 


32. Colon and Rectum 


REFERENCES TO CURRENT ARTICLES 

Submucosal Nodules of the Rectum. Raymond J]. Jackman and Louis A. Buie. 
Surg. Clin. North America, Mayo Clinic number, 903-909, August 1944. 

The Diagnosis of Carcinoma of the Right Colon. Gervase J. Connor and 
Samuel C. Harvey, Yale Univ. School of Medicine, New Haven, Conn. 
Yale J. Biol. and Med., 16:289-300, March 1944. (Analysis of 50 cases of 
carcinoma of the right colon in regard to the important symptoms and signs, 
and their significance in diagnosis. In 8 of the 50 cases, the correct diagnosis 
was not made before operation.) 


Case Records of the Massachusetts Hospital. Case of Grade III Adenocarcinoma 
of the Sigmoid. New England J. M., 230:712-14, June 8, 1944. (An ulcerating 
carcinoma of the sigmoid extending through the sera and communicating 
with the ileum by means of a fistulous tract.) 

Postoperative Perineal Hernia Following Resection of the Rectum. Report of 
acase. Richard B. Cattell and Raymond M. Cunningham. Surg. Clin. North 
America, (Lahey Clinic No.), 24:679-83, 1944. 
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Healing of the Abdominal Wall after Loop Colostomy. An Experimental 
Study. Alexander Slive, David Schoch and Samuel J. Fogelson, Chicago, Il, 
From the Division of Surgery, Northwestern University Medical School. 
Surg. Gynec. and Obst., 78-525-26, May 1944. ; 

Fecal Fistula. A. L. Lichtman and John R. McDonald. From the Section on 
Surgery, Mayo Foundation, and the Section on Surgical Pathology, Mayo 
Clinic, Rochester, Minn. Surg., Gynec. and Obst., 78:449-70, May 1944. 

Indications for Colectomy in Ulcerative Colitis. Richard B. Cattell. Surg. 
Clin. North America (Lahey Clinic No.), 24:656-60, 1944. 

Sigmoidorectal Extirpation in Rectosigmoiditis Due to Venereal Lympho- 
granulomatosis. Use of the von Petz Forceps (La extirpacion sigmoideorectal 
en la recto-sigmoiditis linfogranulomatosa venerea; empleo de la pinza de 
von Petz). J. Pou Orfila. An. Fac. de med. de Montevideo, 28:655-65, 1943. 

Lymphosarcoma of the Cecum. Report of a Case. S. B. Harper, J. M. 
Waugh and M. B. Dockerty. Proc. Staff Meet. Mayo Clinic, 19: 182-87, April 
5, 1944. 

Ileostomy in Acute Ulcerative Colitis (La ileostomia en la colitis ulcerosa grave), 
R. E. Donovan. Bol. Acad. argent. cir., 28:117, May 3, 1944. 

Tumors of the Colon (Tumoraciones del colon). M. Perez Carreno. Rey. 
Policlin, Caracas, 13:93-103, March 1944. 

Complications after the Mikulicz Type of Resection. Richard B. Cattell. Surg. 
Clin. North America, (Lahey Clin. No.), 24:509-14, 1944. 

Some Complications in the Surgical Handling of Carcinoma of the Left Colon 
and Rectum. Harry C. Saltzstein and John Kelly, Harper Hospital, Detroit, 
Mich. Surg., Gynec. and Obst., 79:27-36, July 1944. (Report of 4 cases. 
illustrating different complications of operation for carcinoma of the colon and 
rectum, and methods of dealing with them.) 

Complicated Diverticulitis of Sigmoid. L. A. Thunig, St. John’s Hospital, 
Brooklyn, N. Y. Am. J. Surg., 64:386-99. (A discussion of a clinical case, 
where the physical findings suggested malignancy, with favorable outcome.) 

Megacolon Associated with Volvulus of the Transverse Colon. J. D. Martin, Jr. 
and Chas. S. Ward, Atlanta, Ga. Am. J. Surg., 64:412-19, June 1944.  (Dis- 
cusses a case of removal of a ruptured mucocele with its implants.) 

Case Record of the Massachusetts General Hospital: Case Report of Regional 
Enteritis of the Ascending Colon. New England J. Med., 230:526-529, April 
27, 1944. (Differential diagnosis was made after consideration of actinomy- 
cosis, sarcomatous lesions, ulcerative colitis, ileocecal tuberculosis and, car- 
cinoma of the right colon.) 

Wounds of the Large Bowel. Ralph H. Gardiner, Aylesbury. Lancet, 2:29, 
July 1, 1944. (Advocates the use of sulfapyridine in fine suspension in saline, 
introduced into the abdominal cavity after operation for wounds of the large 
bowel. Considers this the most effective means of intraperitoneal application 
of sulfonamides.) 

Gunshot Wounds of the Colon, Recovery without Immediate Operation. W. 
W. Wilson (Capt., R.A.M.C.). Lancet, 1:824, Jume 24, 1944. a a 
case in which the patient was not admitted to the hospital until eight days 
after injury, but made a good recovery after operation. The colon had be- 
come adherent to the bowel wall, and fecal drainage through the track of the 
bullet was established before operation. Recovery after so late an operation 
in gunshot wounds of the colon is of rare occurrence.) 

Study of the Serum Lipids in the Celiac Syndrome. Luigi Luzzatti and Arild 
E. Hansen, Minneapolis, Minn. J. Pediat., 24:417-435, April 1944. (Six of 

10 children with the celiac syndrome, studied during 1940-1942, died; autopsy 
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showed 4 had cystic fibrosis of the pancreas. One not autopsied had clinical 
and laboratory indications of this condition. In 8 cases studied, the various 
fractions of the serum lipids were found within normal range of variability 
except in one with a low value for total cholesterol. In patients with the 
celiac syndrome, determination of the iodine numbers of the serum fatty acids 
may offer a means of determining their ability to absorb fats.) 

Ulcerative Cecitis in Rats: Similarity with Regional Ileitis in the Human. 
Burrill B. Crohn (editorial comment). Gastroenterology, 2:364-368, May 
1944. (Comparison is made with human ileitis or enteritis. Administration 
of 0.5 per cent sulphaguanidine to the diet of healthy rats gave relative im- 
munity to their young. Chemotherapy is suggested for members of families 
having common occurrence of ileitis. Sulfasuxidine and sulphathaladine are 
more bacteriostatic than sulphaguanidine.) 

Carcinoma of the Rectum. Donald R. Keller (U. S. Naval Reserve Corps.). 
Am. J. Surg., 64:346-51, Jume 1944. (Surgical excisions under spinal anes- 
thesia is advised by the author in such cases.) 

Diverticulitis and Diverticulosis. Norman P. Henderson, London, England. 
Brit. J. Radiol., 17:197-203, July 1944. (These terms are defined insofar as 
they relate to radiological and pathological findings.) 

Functional Disease of the Colon and Rectum. Sir Arthur Hurst, Guy’s Hos- 
pital, London, England. Clin. J., 73:127-31, July 1944. (To understand the 
functional disorders of the colon and rectum, a clear conception of their 
normal physiology is essential.) 

Rectosigmoid Cancer; Transversostomy of Devine. Tachygraphic Version (Can- 
cer rectosigmoideo; transversostomia de Devine. Versid taquigrafica). Pedro 
Esperne, Hospital Rawson, Miércoles. Prensa méd. argent., 31:746-48, April 
19, 1944. 

Impalement of Rectum: A Case Report. Lewis R. Hutchins, Seattle, Wash. 
Northwest. Med., 43:258-1, Sept. 1944. (The mortality of these cases is 26.8 
per cent with one of 78.5 per cent in which perforation into the abdominal 
cavity occurs, with an immediate laparotomy to close the rupture along with, 
if necessary, a colostomy.) 


33. Intestinal Obstruction 


THE MORTALITY OF ACUTE OBSTRUCTION OF THE 
SMALL INTESTINE 
J. Ross VEAL 


Department of Clinical Surgery, Georgetown University, Washington, D. C. 
Med. Ann. District of Columbia, 23:328-31, Sept. 1944 


Mortality rates in acute obstruction of the intestines are largely due 
to delay in treatment and rise with each hour of delay. The author 
describes the local pathologic anatomy of acute intestinal obstruction 
and the metabolic disturbances resulting from the loss of fluid and 
electrolyte imbalance. 

Two groups of cases are discussed, the first with small bowel ob- 
struction caused by bands and adhesions. Of the 80 patients in this 
group, only 42 lived, a mortality rate of 47.5 per cent. These patients 
operated upon in the period between January 1933 to July 1938 were 
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given no plasma, had no Wangensteen suction and few roentgen ex. 
aminations. ‘lhe second group of similar type, operated upon during 
the period between July 1938 and December 1943, received plasma 
and the Wangensteen suction was available for all cases. ‘These pa- 
tients were treated as emergency cases until convalescence and all had 
immediate roentgenograms after a cleansing enema. Continuous as- 
piration of the upper gastrointestinal tract by the Wangensteen method 
was used before, during and after operation until establishment of 
normal peristalsis. Nothing was given by mouth until that time, us- 
ually in about 48 hours. Care was taken to maintain fluid balance. 
Only 9 died in this second group, a mortality of 10.8 per cent. 

The lowered mort tality rate in Group II indicates the value of 
early operation and continuous aspiration by Wangensteen suction. 
Intra-abdominal use of sulfanilamide helped to control infection. To 
prevent mortality from postoperative ileus and distention, parenteral 
feeding was carried out after the operation until the gastrointestinal 
tract had regained normal process of secretion and absorption. 3 
references. 2 tables. 

| Phe adhesions and bands present months or years after an abdominal oper- 
ation, injury or infection are fibrous, relatively inelastic, and not only obstruct 
the bowel but constrict the blood vessels and often lead to intestinal gangrene 
unless promptly divided. The plastic bands and adhesions developing during 
the first three weeks after an operation are relatively soft, do not arrest the 
circulation in the bowel and as a rule need not be divided if the bowel is de- 
compressed by inlying duodenal or Miller-Abbott tube, or, especially when the 
large bowel is involved, by a simple proximal enterostomy.—Eb. | 


34. Anus 


ee Index for Related Articles 


35. Liver and Biliary Tract 
THE ORIGIN OF CHOLECYSTITIS 


NATHAN A. WOMACK 
Surg., Gynec. & Obst., 79:441-4, Oct. 1944 


As more is learned about inflammation, particularly about those 
substances that provoke inflammation, we find a large group of diseases 
affecting the human body in which tissues are damaged without the 
primary aid of a micro-organism. Many of these substances are of 
endogenous origin with their action related to a single organ or to 
many viscera. Inflammation of the gall bladder is a case in point. 

It seems to have been almost immediately assumed that inflamma- 
tion of the gall bladder is due to an infection. This assumption has 
received corroboration subsequently when the gall bladder has been 
cultured and organisms found in its walls and in the contained bile. 
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When it was demonstrated experimentally by the injection of strepto- 
cocci into the portal stream, the pathogenesis seemed established. 

Many phases of the clinical picture of cholecystitis, however, do not 
fit in with such a concept of pathogenesis. For instance, cholecystitis 
is relatively infrequent in children, increasing as one becomes older. 
Bacterial invasion of the portal stream is commoner in younger people 
and seen mostly in association with acute appendicitis, peritonitis, in- 
testinal obstruction and the dysenteries of childhood. It is more com- 
mon in women and in persons of certain habits—factors which at first 
sight seem to have no relationship to bacterial invasion. 

Andrews and Henry conclusively demonstrated that both quantita- 
tively and qualitatively there was but little difference between cultures 
of gall bladders of all types, including those with acute inflammation 
and those microscopically normal. Again, often microscopically nor- 
mal gall bladders would be highly infected with bacteria of many 
types. ‘Ihe use of the normal gall bladders as a control in studying 
the bacteriology of cholecystitis was very important and, strangely 
enough, ignored by previous observers. ‘This failure of correlation be- 
tween pathologic changes and the presence of bacteria would seem to 
raise a serious factual objection to the age-old assumption that cho- 
lecystitis is primarily bacterial in origin. It does establish the fact 
that often the gall bladder is normally a contaminated viscus. This 
premise being true, injury to such a viscus would be followed often by 
a true bacterial infection. Such a concept raises a new problem: 
How is this initial injury sustained? 

That such a primary injury may be chemical in type has been sug- 
gested by several investigators, and because of the very frequent asso- 
ciation between obstruction of the cystic duct and acute cholecystitis, it 
seems the bile must play a big part in producing this inflammation. 
Accordingly, experiments were conducted on dogs to demonstrate, if 
possible, the damaging effect of bile on the gall-bladder wall. It was 
noted that if complete obstruction of che cystic duct was produced 
after the gall bladder has been emptied of its bile, and the contents 
replaced with normal saline solution, there was no evidence subse- 
quently of any inflammation in the gall-bladder wall. But, when com- 
plete obstruction of the cystic duct was performed and the bile left im- 
prisoned 1 in the gall bladder, the resulting inflammation varied in direct 
proportion to ta concentration of the bile obstructed. This inflam- 
mation approximated that of clinical cholecystitis. 

The damaging agents appeared to be cholesterol in its various 
forms or some of the bile salts. Of the latter group, sodium taurocho- 
late, sodium glycocholate and sodium desoxycholate were studied. The 
last seemed the most damaging. From these experimental studies 
the conclusion was reached that there were three important factors 
involved in cholecystitis—obstruction of the cystic duct, action of the 
bile on the gall-bladder wall and the occasional secondary presence of 
bacterial infection superimposed upon chemically damaged tissues. 
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The next problem was to find evidence that human cholecystitis 
was due to the presence of bile products in the gall bladder. Since 
most of these chemical irritants in bile are steroid in type, it seemed a 
more careful study of the cellular reaction in an injured gall bladder 
should be undertaken. ‘The most common infectious agents in cho- 
lecystitis are of the streptococcus and colon groups where one could 
expect a characteristic pyogenic reaction in cases in which infection was 
predominant. ‘This reaction was rarely found present, but, on the 
other hand, a reaction to lipoid material would consist of edema, fibro- 
- plasia and a histiocytic response as wandering cells, xanthoma cells or 
giant cells. Lymphocytes would be present and polymorphonuclear 
leucocytes rare. Exactly this was found. 

In a recent study of 354 gall bladders removed in the Barnes Hos- 
pital, 10.2 per cent of the specimens showed lipoid material resem- 
bling cholesterol ester which was found beneath the mucosa giving the 
characteristic “strawberry” gall bladder. Such a picture was not usu- 
ally associated with much tissue damage in the gall-bladder wall, but 
frequently found associated with cholesterol gall stones. ‘There was 
microscopic evidence of either lipoid or bile deep in the gall-bladder 
wall in 20.6 per cent of the gall bladders removed in the above group. 
Thus, including cholesterolosis or “‘strawberry” gall bladder, there was 
a total of 116 cases, or 32.8 per cent of the gall bladders removed, where 
there was some histologic evidence of a lipid or bile reaction in the wall 
of the gall bladder. 


| A clear-cut discussion of the pathogenesis of gallstone disease and _ chole- 
cystitis that is being increasingly accepted.—Ep. | 


RESTORATION AND PATHOLOGIC REACTIONS OF THE 
LIVER 
FRANK C. MANN 
Rochester, Minn. 
Division of Experimental Medicine, Mayo Foundation 


J. Mt. Sinai Hosp., 11:65-74, July 1944 


In this, the William Henry Welch Lecture, the author reviews 
the results of experimental investigations in which the objective was 
to study some of the anatomic relationships and physiological processes 
which might be significant in regard to the development of pathologic 
conditions of the liver. Briefly, the results of these studies indicate 
that the character of hepatic circulation, the capacity of the hepatic 
tissue for restoration and the alteration of hepatic functions, owing to 
the activities of the organ in relation to metabolism, particularly in 
regard to the kind of food ingested, are important factors in the de- 
velopment of the pathologic processes studied. In general, observations 
indicate that the life of an animal suffering from severe cirrhosis is 
more precarious than that of one with a less advanced lesion. On the 
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other hand, the former animal, if protected from functional stress, will 

probably outlive the latter if unprotected. 

The author has concluded from results of studies on dogs that 
cirrhosis ceased when administration of the hepatotoxin was discon- 
tinued and that, in some instances, a regression of the lesion might 
have occurred. Experiments on rats were in accord with results on 
dogs, with some modification. In an investigation made for the pur- 
pose of studying the healing and final stages of development of cirr- 
hosis, carbon tetrachloride was administered to rats until a definite 
lesion resulted. Subsequently, after various periods, the animals were 
etherized and a specimen of liver removed for histologic study. While 
the lesion appeared to regress in a few and remained stationary in 
others, exacerbation of the lesion was frequently noted. This lesion 
activation was due to biopsy, as a result of infection of the operative 
wound, prone to occur in a cirrhotic animal. Evidently after the 
cirrhotic condition has been produced, slight hepatic injury can cause 
progression of the lesion. 21 references. 

{Always an interesting and contributing authority on the physiology and 
pathology of the liver.—Eb. | 

REFERENCES TO CURRENT ARTICLES 

Thyroid Function as a Factor in Gall-Gladder Disease and Formation of Gall 
Stones; Clinical and Experimental Study. F. A. Simendinger, Western Reserve 
Univ. School of Medicine, Cleveland, Ohio. Surg., Gynec. & Obst. 79:10-20, 
July 1944. (Concludes that the hypothyroid state is a contributing cause of 
cholecystitis and cholelithiasis, as in experimental animals it results in gall- 
bladder stasis with precipitates and pigment concretions.) 

Hepatocholecystenterostomy for Relief of Jaundice in Obliteration of the He- 
patic Ducts. R. Franklin Carter and Bernard Maraffino, New York Post-Grad- 
uate Medical School and Hospital, Columbia University, New York, N. Y. 
Am. J. Surg., 64:217-26, May 1944. (The theory is advanced that all pro- 
cedures in this field should have union of the intestine to the bile duct and an 
approximation of all the layers of both without the intervention of any for- 
eign substance whatsoever.) 

Amebic Abscess of the Liver Unsuspected until Perforation. Waltman Walters 
(Capt., MC-V (S), U.S.N.R.), Charles H. Watkins (Capt., MC-V (S), U.S.N.R.) 
and Hugh R. Butt (Lt., MC-V (S), U.S.N.R.). J.A.M.A., 125:963-66, Aug. 5, 
1944. Reports 2 cases in which amebic liver abscess was unsuspected until the 
abscess ruptured in the right subdiaphragmatic region. In both cases opera- 
tion for drainage of the abscess resulted in recovery.) 

Primary Carcinoma of the Liver Combined with Tuberculosis and Diabetes 
Mellitus. G. H. C. Joynt, Queen Alexandra Sanatorium, London, Ontario, 
Can. M.A.J., 50:529-34, Jume 1944. (Report of a case, diagnosis made by 
aspiration biopsy; no operation attempted. In spite of the diabetes, the blood 
sugar fell, so that insulin was discontinued for a month before the patient's 
death.) 

Results of Long Term Experimental Constriction of the Hepatic Veins in Dogs. 
Charles D. Armstrong and Victor Richards, Stanford Univ. School of Med- 
icine, San Francisco, Calif. Arch. Surg., 48:472-77, June 1944. (In dogs which 
survived ligation of the hepatic veins for over two hundred days, anemia and 
hyperproteinemia developed; there was hyperglobulinemia but hypoalbu- 
minemia.) : 
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Method of Separate Determination of the Two Bilirubins of Icteric Serum, 
Principles of the Method and their Relation to the Problem of Unity or 
Duality of the Bilirubins (El metodo de dosificacion separada de las 2 bilir- 
rubinas del suero icterico; fundamentos del metodo y sus relaciones con el 
problema de la unidad o de la dualidad de la bilirrubina). B. Valera Fuentes, 
A. Munilla, and N. Rubira. Arch. urug. de med. cir. y especialid., 24:113-49, 
Feb. 1944. 

Diagnosis of Liver Abscess by Means of Thorotrast Hepatosplenography. Wallace 
M. Yater, Washington, D. C. From the Department of Medicine, George- 
town University School of Medicine. J].A.M.A., 125:775-78, July 15, 1944. 


36. Pancreas 


THE IMPLANTATION OF THE PANCREATIC DUCT INTO 
THE GASTROINTESTINAL TRACT. EXPERIMENTAL 
CLINICAL STUDY 


EpGAR |. PoTH 


Galveston, Tex. 


From the Department of Surgery, Stanford University School of Medicine, San Francisco, and 
the Experimental Surgery Laboratory and the Department of Surgery, The University of Texas 
Medical Branch, Galveston 


Surgery, 15:693-704, May 1944 


An experimental method for the implantation of biliary and pan- 
creatic ducts into the gastrointestinal tract is presented in detail with 
a description of the tendency shown for spontaneous reanastomosis of 
the pancreatic ducts and bowel in dogs. 

detailed description of the successful application of this _pro- 
cedure to man is given, and the importance of protecting the pancreas 
from atrophy is discussed. It is concluded that a procedure ensuring 
the successful re-establishment of drainage from the external pancreatic 
secretion with the alimentary tract and prevention of pancreatic fistulas 
is a required part of partial resections of the pancreas. ‘The patient 
on whom implantation of the pancreatic duct was tried was a man of 
72 years, suffering from a biliary fistula with common duct obstruction 
and carcinoma, probably arising from the common duct in the head 
of the pancreas, as well as multiple adhesions. ‘he operation con- 
sisted in division of multiple adhesions between the stomach, gall 
bladder, liver and duodenum; partial resection of the stomach, resec- 
tion of the duodenum; resection of the head of the pancreas; resection 
of approximately 18 inches of proximal jejunum; resection of biliary 
fistula; cholecystojejunostomy, section and ligation of the common bile 
duct and transplantation of the pancreatic duct into the jejunum, and 
gastrojejunostomy. 

In implanting the pancreatic duct into the jejunum, it was held 
over the index finger and divided through one-half of its diameter. 
Two fine arterial traction sutures of 5-0 Deknatel silk armed with a 
needle on each end were placed in the opposite cut edges of the duct 
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and these sutures were threaded through holes in the flange of a small 
silver cannula. ‘The shaft of the cannula was then inserted into the 
duct with the aid of the traction sutures which were securely tied to re- 
tain the cannula in the pancreatic duct. The sutures were left long to 
be subsequently threaded into a large-eyed needle to serve as traction 
sutures to haul the cannula and the pancreatic duct into the site se- 
lected for its implantation. A circular tie of fine black silk was placed 
around the pancreatic duct just behind the flange of the cannula. Pan- 
creatic secretions flowed from the end of the cannula. The cut edges of 
the pancreas were proximated with interrupted fine black silk sutures 
to within | cm. on either side of the pancreatic duct. The site for im- 
plantation into the jejunum was selected to avoid any tension between 
the gall bladder and pancreas. A purse string suture of No. 000 
braided Deknatel silk was placed in the jejunum on the antimesenteric 
border at the site selected for implantation. ‘The capsule along the 
posterior edge of the pancreatic stump was sutured to the jejunum with 
interrupted fine black silk sutures. An opening was made into the je- 
junum large enough to admit the flange of the cannula. The traction 
sutures previously prepared and threaded into a long straight needle 
were carried through the opening into the jejunum and out through 
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Fic. 1. Implantation of biliary ducts. A. A simple assembly to be used as a can- 
nula for reimplanting biliary ducts into the bowel. B, Illustrating the cannula aied 
into the duct. The traction sutures are threaded onto a long straight needle. 
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the opposite wall of the bowel. ‘Traction on the sutures drew the pan- 
creatic duct and cannula into the site of anastomosis. ‘The purse 
string suture was pulled up firmly and tied, retaining the pancreatic 
duct in its anastomotic bed. The anterior edge of the capsule of the 
pancreatic stump was sutured to the jejunum with interrupted fine 
black silk, thus bringing the pancreatic stump into close apposition 
with the jejunum. Gastrojejunostomy was performed with no tension 
between the pancreatic stump and the gastric anastomosis. After plac- 
ing 5 gm. of sulfathiazole powder suspended in normal saline solution, 
in the peritoneal cavity, the abdomen was closed, a single Penrose drain 
having been placed so as to pass behind the anastomosis between the 
jejunum and gall bladder and extend up to the vicinity of the common 
duct. Silk was used throughout this operation. ‘The entire operative 
procedure consumed 714 hours, during which time the patient re- 





Fic, 2. Implantation of biliary ducts. A, Illustrating the passage of the traction 
sutures through the opening in the bowel and out on the opposite side. In practice, 
the traction sutures are not passed until after the closing mattress sutures shown in 
B have been placed. The continuation of the incision in the bowel down to the sub- 
mucosa only is covered by the cannula and is not visible. 

B, Showing the cannula and duct drawn into the bowel. The traction sutures 
have been cut short and allowed to retract into lumen of the bowel. This last step 
is best done after the mattress sutures have been tied as in C. 

C, The completed anastomosis. D, Demonstrating the procedure when the duct 
is anastomosed into the end of a segment of bowel. Two purse-string sutures close 
the* bowels around the cannula. 
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ceived 500 cc. of 10 per cent glucose in normal salt solution intraven- 
ously, followed by 500 cc. of citrated whole blood. Wangensteen suc- 
tion was applied for 9 days. 200 Gm. of amigen was given daily for 
4 days, then 100 Gm. daily for an additional 5 days, as well as 200 Gm. 
of intravenous glucose daily. ‘emperature elevation of 1 degree for 
9 days then return to normal. Mild jaundice persisted for 10 days. 
The silver cannula disappeared from the site of anastomosis on the 
13th postoperative day. Healing occurred per primam and the patient 
was allowed up 21 days after operation, and dismissed ambulatory 
Nov. 5, 1943. The patient was well 4 months after operation. ‘The 
occurrence of spontaneous reanastomosis of the pancreatic duct with 
the bowel in the dog suggests that such a reanastomosis might also be 
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Fic. 4. Modified from drawings made in 1933 for the experimental implantation of the 
duct of Wirsung of the dog into the jejunum and ileum. 


A, Small silver cannula used in the transplantation. 

B, A schematic illustration of the pancreas and its duct system in the dog. 

C, The duct of Wirsung is resected and the intramural portion of the duct is excised. 

D, The duodenum is closed transversely, and the traction sutures have been placed in the 
cut end of the duct and passed through the flange of the cannula. 

E, The traction sutures are shown passed through the incision in the bowel and on out the 
opposite wall. E,, The cannula placed in the duct and retained by tying the traction sutures. 
A circular tie is placed just behind the flange of the cannula. £,, The incision in the bowel 
is made to place the duct just outside the submucosa and lie in a short tunnel in the wall of 
the ileum. The purse-string suture is so placed in the submucosa as to close it snugly around 
the duct just behind the flange of the cannula. This manipulation should serve to exclude the 
pancreatic secretions from the anastomotic bed and bring the mucosal surfaces of bowel and 
duct into close apposition. 

F, The completed operation and a detailed illustration of the path of the duct and cannula 
through the wall of the bowel. 
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possible in man, following the exclusion operation of resection of the 
head of the pancreas. 17 references. 5 figures. 


| This is a very elaborate and difficult technique for accomplishing a con. 
tinuity of the pancreatic duct with the jejunum in a radical pancreaticoduoden- 
ectomy. Such a result can be accomplished much more easily by inserting a 
goiter drain or small soft rubber tube into the dilated pancreatic duct a dis- 
tance of 2 to 3 cm. and passing the other end, through a puncture wound in the 
jejunum, for a distance of 5 to 6 cm. By the time this tube is extruded the 
epithelium of the duct and jejunum have fused and continuity is estab- 
lished.—Ep. | 
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Fig. 5.—Resection of the head of the pancreas with reimplantation of the pancreatic duct 

A, The completed operation as performed on W. E. W. 

B, The schematic illustration of A. 

C, The schematic representation of a suitable procedure when only a portion of duodenum 
and no jejunum are excised. The pancreatic and biliary ducts are implanted into the jejunum 
and the gall bladder is drained during the immediate postoperative period. 

D, Showing the capsule of the pancreatic stump closed and the silver cannula being placed 
in the duct. 

E, The cannula is tied in place, the traction sutures are threaded onto a straight needle, 
the capsule of the pancreas is sutured to the jejunum posteriorly, and the purse-string suture 
has been laid down in the jejunum. 

F, A detailed illustration of the cannula and duct in cross section. 

G. The cannula and duct have been hauled into the anastomotic bed, the purse string has 
been tied, the anterior edge of the capsule of the stump of pancreas has been sutured in place, 
and the bowel is being deformed by pressure with a clamp to allow the traction sutures to be 
cut short. 

H, A detailed cross section of the cannula and duct as retained in the jejunal wall. 


I/lustration by courtesy of Surgery 
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ACUTE PANCREATITIS WITH SPECIAL REFERENCE TO 
X-RAY DIAGNOSIS 
Davip MretrHenry, Epwarp W. Roperts and ALLEN STRANAHAN 


King County Hospital, Seattle, Wash. 
Surg., Gynec. & Obst., 79:504-8, Nov. 1944 


In 27 cases in which a diagnosis of acute pancreatitis was established 
at operation or autopsy, there were 10 cases of acute pancreatic edema, 
and 17 cases of acute pancreatic necrosis; 9 patients died without being 
operated on, and diagnosis was made at autopsy; 5 had previously been 
operated on and died; and 3 were operated on and recovered. The 
authors also include 5 other cases in their analysis, in which they con- 
sider the diagnosis of acute pancreatitis to be proved by the blood 
amylase, the symptoms and x-ray findings. In all these 32 cases, the 
onset of symptoms was sudden with nausea and vomiting; when seen 
early there was no fever, a normal blood pressure and a slow pulse; 
there was epigastric pain, but tenderness was often slight. In cases of 
pancreatic edema the blood amylase remained high, but in the cases of 
pancreatic necrosis the blood amylase was high at first, returning to 
normal in about 2 days. 

The most typical roentgen-ray findings in acute pancreatitis are 
tender tumefaction of the pancreas demonstrated by fluoroscopy; 
changes in the stomach and duodenum; and evidence of ileus, localized 
or generalized. ‘lhe changes in the stomach and duodenum are at- 
tributed to the fact that the pancreas in acute pancreatitis is swollen 
to two or three times its normal size, and presses against the greater 
curvature of the stomach, elevating and flattening it; the duodenum 
shows ileus and has lost its tone; the duodenal loop is enlarged. These 
changes are often indicated in a plain “scout film” taken with the pa- 
tient supine. If such films do not show the characteristic outline of 
the greater curvature, they usually do show “‘a fair sized blob of gas’ 
in the cardia and another in the duodenal bulb—a characteristic find- 
ing. Increased density of the pancreatic area is often observed; and 
also localized ileus, especially of the transverse colon or upper loops 
of the jejunum. When generalized peritonitis has set in, generalized 
ileus complicates the scout film. ‘These characteristic x-ray findings 
were present in all the cases in this series, and persisted as long as the 
disease lasted. ‘he authors are of the opinion that the acute phase of 
acute pancreatitis is best treated by non-surgical means, and have found 
evidence that small doses of x-ray may be of value. One case is re- 
ported in which the patient received a small x-ray dose during a pro- 
longed fluoroscopic examination and showed rapid improvement; 
cholecystectomy was done several days later. 


[The mortality in this series is abnormally high, and not in accord with 
recent series reported with conservative therapy. No mention is made of hemo- 
concentration studies with blood calcium and sodium determinations where res- 
toration of fluid and electrolyte balance is such an important factor in treating 
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the shock in these acute pancreatic lesions. ‘The mention of benefit from x-ray 
exposure is interesting and in line with the results in acute parotitis treated with 
x-ray.—Ep. | 


REFERENCES TO CURRENT ARTICLES 

Hemorrhagic Pancreatitis (Lithiasis of the Ampulla of Vater as the Most Prob- 
able Cause). Pancreatitis hemorragica (Litiasis de la ampolla de Vater, como 
factor mas probable). Gerardo Segura and Calixto E. Sibilla, Hospital Piro. 
vano. Prensa méd. argent., 31:649-53, April 5, 1944. (Following a discussion 
of the various causes of hemorrhagic pancreatitis including mechanical, chem- 
ical, degenerative and traumatic factors, the authors proceed to discuss experi- 
mental studies of this condition. They emphasize the high incidence of 
lithiasis associated with hemorrhagic pancreatitis, presenting a brief review of 
the literature. A case is reported in detail in a woman of 55 years. The 
patient died in the night following operation. Besides hemorrhagic pan- 
creatitis, autopsy revealed a small calculus in the ampulla of Vater, which had 
probably caused reflux of bile into the pancreas.) 

The Estimation of the Anti-Fatty Liver Factor of the Pancreas and of Pan- 
creatic Juice by the Use of the Completely Depancreatized Dog Maintained 
with Insulin. M. Laurence Montgomery, C. Entenman and I. L. Chaikoff. 
From the Divisions of Surgery (San Francisco) and Physiology (Berkeley) of 
the University of California Medical School. Am. J. Physiol., 141:216-20, 
April 1, 1944. 

Diagnosis of Acute Pancreopathies (Diagnostico das pancreopatias agudas). J. 
Amorim. Hospital, Rio de Janeiro, 25:597-610, April 1944. 

Blood Diastase Values in Mumps and Mumps Pancreatitis. Samuel Zelman 
(Lt., M.C., A.U.S.). Am. J. M. Sc., 207:461-64, April 1944. 

Annular Pancreas. A Tabulation of the Recent Literature and Report of a 
Case. Bert E. Stofer. From the Department of Pathology, Wayne University 
and the Pathologic Laboratories of the Receiving Hospital. Am. J. M. Sc., 
207:430-35, April 1944. 


37. Spleen 


See Index for Related Articles 


38. Genitourinary Surgery 


NEPHROLITHOTOMY FOR RECURRENT BRANCHING 
CALCULI 


HENRY BUGBEF 
New York, N. Y. 
J. Urol., 52:99-107, Aug. 1944 


In cases of recurrent branching calculi, nephrolithotomy involves 
certain dangers and difficulties. There is the possibility of destroying 
renal tissue in ‘‘an already deficient kidney.” An extensive incision 
through the renal parenchyma and/or the freeing of a large calculus 
may cause “troublesome” postoperative hemorrhage. Difficulty in 
freeing the kidney bound down by dense adhesions resulting from the 
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primary operation may cause further damage to the kidney or adjacent 
structures. In 2 cases of recurrent branc hing renal calculus, the author 
has employed the following technic. ‘The incision was made posterior 
to and below the scar of the primary operation; because of the absence 
of scar tissue and because the incision was “well posterior to the re- 
flection of the peritoneum,” it was easily carried through the abdomi- 
nal muscles and lumbodorsalis fascia to the perirenal fascia (Gerota’s 
capsule). “he upper flap was freed to the level of the last rib, elevat- 
ing the scar tissue of the former operation with this flap. In the 2 cases 
reported, the kidney was high up under the last rib, as is usual in such 
cases when the kidney is firmly adherent as a result of a former oper- 
ation. The twelfth rib was resected. The calculus could then be 
easily palpated through the perirenal fascia and the “thinned out” 
renal parenchyma. ‘The renal fascia was not separated from the kidney 
parenchyma, but one incision was made through both on a line ap- 
proximately just posterior to the convex border of the kidney; the 
calculus was thus freely exposed and readily removed. A drainage 
tube was placed in the lower calyx. ‘The kidney incision was closed 
with mattress sutures which were passed through the perirenal fascia 
and the kidney parenchyma on both sides of the incision; this pre- 
vented the sutures from tearing through the parenchyma, and pro- 
vided good resistance when traction was used in tying the sutures; 
bleeding was thus “completely” controlled. Fibrous tissue in the ab- 
dominal wall and the scar of the first operation were then excised and 
the abdominal wound closed around the drainage tube. In both cases 
the drainage tube was removed in 7 to 10 days, and the wound was 
completely closed in 2 weeks. One of these patients had a functionless 
kidney on the opposite side, which was subsequently successfully re- 
moved. 

The author states that the technic of making one incision through 
the perirenal fascia and the renal parenchyma is applicable only in 
cases where the parenchyma is “thinned out” and the calculus palpable. 
However, the inclusion of the fascia in placing the sutures for closing 
a nephrotomy incision, he believes, is of value in many cases for the 
control of postoperative bleeding. 


SUBTOTAL PERINEAL PROSTATECTOMY: PRESENTA- 
TION OF A NEW TECHNIQUE .- 
Vicror F. MARSHALL 


Cornell Univ. Medical College and New York *Hospital, New York, N. Y. 
J. Urol., 52:250-65, Sept. 1944 


In the author’s operation of subtotal perineal prostatectomy the 
approach is the same as that described by Young. When the rectal 
surface of the prostate is exposed, frozen sections are made from “‘sus- 
picious areas’ to determine if carcinoma is present. If carcinoma is 
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found Young's radical operation is done. If not, the lower portions 
of the seminal vesicles and ampullae are well exposed. ‘The tissues 
on the side of the prostate are pushed upward by blunt dissection, and 
an incision made two-thirds of the way around the lower circumference 
of the urethra at the junction of the apex of the prostate and mem- 
branous urethra. Injury to the external sphincter is carefully avoided. 
With one blade of a heavy curved scissors inserted in the urethra and 
placed in the groove between the upper part of the lateral lobe and 
the anterior commissure and the other blade outside the whole thick- 
ness of the prostate superiorly, incision is made back to the muscle of 
the bladder neck on one side. ‘This procedure is repeated on the other 
side. ‘The groove between the lateral lobes and the bladder on either 
side is located, and the upper half of each lateral lobe freed from the 
bladder with the scissors. With prostate lobe forceps the lateral lobes 
are pulled downward and rotated laterally, so as to give a clear view 
into the bladder, and the incision between the lobes and the bladder 
continued downward almost to the trigone. Any bleeding vessels. are 
clamped and ligated during these procedures. ‘he whole prostate 
is then “turned sharply downward” and traction applied to provide a 
complete view of the trigone. If the prostate is enlarged so that the 
middle lobe is under the trigone, this lobe is enucleated from its con- 
nections with the bladder and the flap of the trigone raised to expose 
the vesicles, ampullae and chief vascular supply of the prostate, which 
are clamped, cut and ligated and the prostate removed. If the middle 
lobe is not under the trigone, right angle clamps can be applied, the 
prostate removed and the clamped tissues “‘transfixed’” with “O” 
chromic catgut. 

For closure, a mattress suture is placed in the roof of the bladder 
and of the urethra and tied to approximate the top of the new outlet. 
The floor of the new outlet is approximated by a similar suture through 
the apex of the trigone, including the bladder neck musculature un- 
derneath it, and the floor of the urethral stump. A Foley bag catheter 
is inserted into the bladder through the urethra and inflated, and the 
bladder is irrigated before completing the closure by closing the open- 
ing on either side with interrupted single sutures through all layers 
of the bladder wall. One of these sutures on each side also passes 
through the lateral wall of the urethra. Chromic “O” catgut is used 
for all these sutures and care is taken not to tie them so tightly as to 
produce necrosis. ‘The closure should, however, be “watertight to 
moderate irrigation’; and if necessary a few extra sutures may be 
placed as required. The wound is irrigated and, if there is danger of 
infection, about | gm. of sulfonamide powder is dusted in. The 
levator muscles are “loosely approximated” with interrupted simple 
catgut sutures; the subcutaneous tissues are closed with “O” plain 
catgut and the skin with silk. One thin rubber tissue drain is used, 
brought out in one angle of the wound and sutured to the skin with 
silk. In the postoperative period the bladder is irrigated in much the 
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same Way as after transurethral prostatectomy; sterile saline solution 
is usually employed, but in some infected cases, 1:5000 acriflavine has 
been used. 

With this technique the tissues above and on the anterior com- 
missure are preserved, thus preventing damage to the nerve supply of 
the external sphincter; the bladder outlet is reconstructed so as to re- 
semble its “normal architecture.” “The author considers that this oper- 
ation has definite advantages over perineal enucleation of the prostate. 
Unrecognized small carcinomas will probably be entirely removed by 
this procedure; the capsule, which may be infected, fibrotic or stone- 
bearing, is removed; better control of bleeding is obtained by clamp 
and ligature under vision. 

This operation has been employed in 18 cases. Five of these pa- 
tients had no leaking of urine after the indwelling catheter was re- 
moved and 9 had only slight leaking of urine (with full bladder or 
on stress). By 3 months after operation 14 had normal control of 
urine and 4 slight leakage only with full bladder or on stress; none re- 
quired a clamp or pad because of poor control of urine. The post- 
operative urinary control with this method, therefore, compares favor- 
ably with that obtained with other methods of prostatectomy. Six 
illustrative cases are reported. 


TRAUMATIC AVULSION OF THE SKIN OF THE PENIS AND 
SCROTUM 
RusseLL B. Roruw and KENNETH W. WARREN 


Henry Ford Hospital, Detroit, Mich. 
J. Urol., 52:162-68, Aug. 1944 


Loss of the entire skin of the penis and scrotum due to trauma 
would appear to be an accident nowadays encountered with increasing 
frequency. Recently the authors had the opportunity of carrying out 
a primary plastic repair on a case of what is classified as complete avul- 
sion of the skin of the penis and scrotum. By utilizing such small 
fragments of scrotal tissue as could be preserved, they demonstrated 
that the regenerative power of the scrotum can be relied upon to pro- 
duce a final result vastly superior to that obtained in operations bury- 
ing the testis in the thighs or inguinal regions. 

Numerous variations in the technique of covering the denuded 
penis have been reported but the most satisfactory one is that employ- 
ing the split thickness graft. This technique has been described ex- 
cellently by Byars. Many cases of so-called complete avulsion of the 
scrotum are actually not quite complete in that some small remnants 
of viable scrotal skin are attached to the margins of the wound some- 
where. To ignore these small bits of scrotum is to ignore the almost in- 
credible regenerative power of the scrotum which makes possible a 
primary plastic repair. 
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Primary plastic repair of the scrotum, as described, is tec hnically 
easy, gives far superior anatomical results and eliminates the necessity 
for later time-consuming plastic reconstructions. 3 references. 2 fig- 
ures. 


CLINICAL SIGNIFICANCE OF CONGENITAL ANOMALIES 
OF THE KIDNEY AND URETER 
QO. S. Cup and P. E. Hiesert : 


U. S. Station Hospital, Camp Bowie, Tex. 
J. Urol., 51:397-403, April 1944 


A study of the commoner anomalies of the kidney and ureter, based 
on post-mortem examinations and clinical studies involvi ing 747 cases, 
reveals that 606 had retrograde pyelograms and the remaining 141 only 
intravenous urograms. In an analysis of 581 reported cases of con- 
genital solitary kidney, an investigator found the left kidney to be 
absent in 318 cases and the right missing in 138, with the side unstated 
in 28. Another investigator reported that 70 per cent of unilateral 
renal ectopia was on the left side. 

From | to 4 per cent of all pelves and ureters are anomalous, with 
38 per cent unilateral and 20 per cent bilateral in a group of 619 cases 
of duplication. Most writers agree that the abnormal kidney is more 
likely to become diseased than. the normal organ with almost every 
type of secondary renal disease found in anomalous kidneys. It is 
significant that 50 per cent of abnormally placed kidneys hi ad either 

calculi or hydronephrosis. 

Anomalies per se produce no clinical symptoms unless the kidneys 
are diseased or else stimulate adjacent nerves by their unusual location, 
thus giving rise to bizarre symptoms. Among the authors’ group of 
23 patients with renal anomalies having symptoms referable to the 
urinary tract, the great majority complained of acute pain on the same 
side as the anom: ily with all complaints due to secondary pathologic 
changes. Secondary disease in anomalous kidneys and ureters should 
be treated the same as similar conditions in normally developed upper 
tracts. This resolves itself into chemotherapy for the infections, 1n- 
strumental or surgical removal of calculi and operative correction of 
any urinary obstruction. 13 references. 3 tables. 

REFERENCES TO CURRENT ARTICLES 
rumors of the Urogenital Tract in the Young. Clarence G. Bandler and Philip 
R. Roen, New York, N. Y. Amer. J. Surg., 45 :306-14, Sept. 1944. (The most 
frequent tumor of this tract in children is Wilms tumor of the kidney with 


diagnosis established by urographic measures, with early diagnosis of malig- 
nant disease the basis of successtul therapy.) 
Extensive Glandular Proliferation of the Urinary Bladder Re sembling Malignant 
Neoplasm. E. C. Lowry, F. C. Hamm and D. E. Beard (M.C., A.U.S.). J. 
Urol., 52:133-8, Aug. 1944. (Report of 3 cases of extensive glandular prolifer- 
ation of the urinary bladder resembling malignancy with urinary obstruction.) 
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The Effect of Testosterone Propionate on ‘Tonus of the Urinary Bladder. S. R. 
Muellner and J. B. Hamilton, Boston, Mass. J. Urol., 52:139-48, Aug. 1944. 
(Study to determine whether or not the tonus of the bladder may be influ- 
enced by androgenic treatment was carried out in 8 patients.) 


Actinomycosis of the Urinary Bladder Complicating a Case of Madura Foot. 
W. E. Hatch and A. H. Wells, Duluth, Minn. J. Urol., 52:149-52, Aug. 1944. 
(Presenting a case report of actinomycosis of the urinary bladder secondary 
to a long standing actinomycosis of the foot and lower leg with autopsy find- 
ings.) 

Amyloidosis of the Urinary Bladder. R. W. Corbitt, A. C. Broders and T. L. 
Pool, Mayo Clinic, Rochester, Minn. J. Urol., 52:153-7, Aug. 1944. (Report 
of a case of amyloidosis of the urinary bladder with segmental resection offer- 
ing the best chance for cure.) 

Analysis of Prostatic Operations Reported by Candidates for Membership in the 
American Urological Association. W. T. Briggs, Lexington, Ky. J. Urol., 
52:158-61, Aug. 1944. (A tabulation and analysis of the operations on the 
prostate as shown in the reports of the 25 major operations required of each 
candidate fgr membership in the American Urological Association.) 

A Device for the Introduction of a Self-Retaining Cathether into the Bladder. 
W. C. Hendricks and C. M. Kutz, Brookville, Pa. Am. J. Surg., 46:141, Oct. 
1944. (Introducing a self-retaining suprapubic catheter for insertion into the 
bladder.) 

Unusual Tumors and Secondary Carcinomas of the Penis: Review of the Litera- 
ture and Report of a Case. Carl A. Wattenberg, St. Louis, Mo. J. Urol., 
52:169-75, Aug. 1944. (A review of the literature with complete classification 
given of penile tumors.) 

Cryptorchidism. Alfred H. Iason, Brooklyn, N. Y. Amer. J. Surg., 45:353-60, 
Sept. 1944. (In incomplete descent of the testis, surgery is contraindicated 
except in conjunction with endocrine therapy.) 

Interstitial Cystitis: Clinical Aspects and Treatment. Thos. L. Pool. Med. Clin. 
N. Amer., 1008-15, July 1944. (Interstitial cystitis is a poorly understood 
urologic entity with bizarre manifestations, with silver nitrate regarded as the 
most satisfactory treatment.) 

A Case of True Giant Bladder in the Fetus. Bianca Steinhardt, New York, 
N. Y. Urol. & Cutan. Rev., 48:261-6, June 1944. (Presentation of a case of 
true giant bladder with pronounced hypertrophy of the left kidney and with- 
out other malformations.) 


Gynecologic Surgery 


VAGINAL HYSTERECTOMY; AN EVALUATION OF THE 
GELLHORN-EMMERT MODIFICATION OF THE DICK- 
INSON TECHNIQUE IN 600 CASES 
FREDERICK V. EMMERT 


St. Luke’s Hospital, St. Louis, Mo. 
Surg., Gynec. & Obst., 79:277-85, Sept. 1944 


In the technique for vaginal hysterectomy described, local infiltra- 
tion anesthesia of the parametria is employed. If traction on the liga- 
ments causes pain, ‘‘a few drops of ether or a few whiffs of gas’’ may be 
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given; otherwise the local anesthesia is sufficient. With this type of 
anesthesia the authors have found that there is no shock and very little 
loss of blood. ‘The local infiltration of the anesthetic causes blanching 
of the tissues, which diminishes blood loss, and also makes dissection 
easier. Under this type of local anesthesia vaginal hysterectomy “‘en- 
tirely loses the character of a major operation.” Another feature of 
the technique employed is that the anterior cul-de-sac is not opened 
until the uterine vessels are cut and ligated and the posterior and 
lateral attachments are detached up to the avascular portion of the 
broad ligaments. ‘The round ligaments are interposed between the 
bladder and the anterior vaginal wall; this tends to prevent vesical 
prolapse and recurrent cystocele. Obliteration of the pouch of Douglas 
and shortening of the uterosacral ligaments are done for the prevention 
of rectocele. A “moderately deep vagina” is obtained by a plastic 
operation. ‘This technique has been used in 600 patients, 502 of whom 
were private patients followed up for 3 years or longer; and 98 clinic 
patients, followed up for 6 months or longer. Results were satisfactory 
in 524 cases, or 87.33 per cent. Cystocele occurred in 36 patients, 6 
per cent; and rectocele in 28 patients, 4.6 per cent. ‘This represents 
a low incidence of these complications in comparison with the results 
reported by others using different techniques. 
REFERENCES TO CURRENT ARTICLES 

\ Rare Ovarian Tumor (Brenner Type of Adenoacanthoma). J. C. Simpson 

and Arnold Branch, Saint John, N. B., Canada. Canad. M.A.J., 50:437-39, 


May 1944. (Report of a case with removal of the involved ovary and both 
tubes.) 

Ovarian Tumors with Sex Hormone Function. Emil Novak, Baltimore, Md. 
From the Department of Gynecology, Johns Hopkins Medical School.  Sur- 
gery, 16:82-90, July 1944. 

Endocrine Factors in the Origin of ‘Tumors of the Uterus. Howard C. ‘Taylor, 
Jr., New York, N. Y. Surgery, 16:91-107, July 1944. 

Cornual Resection for the Treatment of Salpingitis. Henry C. Falk, New York, 
N. Y. West. J. Surg., 52:309-12, July 1944. 

Primary Carcinoma of the Uterus and a Primary Carcinoma. of the Breast in 
the Same Individual Twenty-Three Years Later. W. A. Lincoln, Calgary, 
Alta., Canada. Canad. M.A.J., 50:445-46, May 1944. (Panhysterectomy done 
because of the uterine carcinoma; patient well for twenty-three years before 
carcinoma of the left breast developed.) 

Carcinoma of the Fallopian Tube. R. M. Corbet. Irish J.M. Sc., 196, June 1944. 

Strangulated Parovarian Cyst. M. Prouty, Madison, Wis. Jackson Clin, Bul. 
6:126, July 1944. 

Polycystic Kidneys with Calcinosis; Case Report. A. W. Bryan, Madison, Wis. 
Jackson Clin. Bull., 6:119-24, July 1944. 

Sulfonamides in Gynecology and Obstetrics. Curtis H. Tyrone, New Orleans, 
La.’ New Orleans M. & S. J., 96:466-68, April 1944. (Use of sulfa drugs in 
acute specific infections, puerperal infections, breast infections, trichomonas 
infections of the vagina, and gynecologic surgery, is discussed with suggested 
precautions in use of these drugs.) 

On a Case of Bilateral Bartholinitis (Sobre um caso de bartolinite bilateral). 
R. Santos. An. brasil de ginec., 17:101-105, Feb. 1944. 
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Hemorrhagic Form of ‘Tuberculosis of the Endometrium and Myometrium 
(Tuberculose do endometrio e do miometrio de forma hemorragica). A. 
Soares. An. brasil de ginec., 17:185-96, March 1944. 

Subarachnoid Alcoholization in the Treatment of Pain in Genital Tumors 
(Alcoolizacao sub-arachnoideia no tratamento da dor nas neoplasias genitais). 
O. B. Nestarez and S. Cintra Franco. An. brasil de ginec., 17:173-84, March 
1944. 


40. Vascular Surgery 


See Index for Related Articles 


41. Arteries 


EMBOLIC OCCLUSION OF MAJOR ARTERIES 


Joun T. ReyNnoups and F. J. JirKa 


University of Illinois College of Medicine 
Surgery, 16:485-518, Oct. 1944 


The authors recommend administration of heparin as soon as the 
diagnosis of arterial embolus is made, in order to prevent thrombosis 
of the blood distal or central to the embolus which, should it occur, 
would render all attempts to restore the circulation futile. Sympathe- 
tic block should never be used in aortic, iliac or femoral embolic oc- 
clusion until the operation has been done, since resultant vasodilata- 
tion may allow the clot to progress and escape into vessels from which it 
can no longer be removed with ease. Embolectomy is advised as soon 
as possible following diagnosis. 

Most occlusions of the femoral and iliac arteries and the aorta may 
be satisfactorily displaced by approach through an incision in the 
femoral artery: emboli in popliteal and axillary vessels require removal 
only when the use of muscles supplied by the vessels remains impos- 
sible. Heparin, intermittent venous compression, antispasmodics and 
sympathetic blocks should be used as forms of treatment accessory to 
embolectomy. ‘They should also be used when no embolectomy 
done with their use continued for some time. Attention should con- 
stantly be directed to the cardiac disease which in itself may prove 
fatal. 

Tweny-four patients with twenty-seven limbs rendered ischemic by 
embolic occlusion have been studied. Of these limbs, nine were not 
operated upon. In one patient the embolus had moved, and in a 
second the embolus could not be obtained. ‘Thus there were sixteen 
limbs from which an embolus was removed at operation from thirteen 
patients. ‘Ten of these emboli were removed within eight hours of 
their occurrence with all of the patients having a satisfactory restora- 
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tion of the circulation. Of the remaining six patients, four were suc- 
cessfully treated, with one doubtful result and another a failure. 
Twelve of the patients studied died; all had had emboli removed; 
seven died within the first few days after the removal of the embolism, 
apparently from cardiac failure; and all had had successful restoration 
of the peripheral circulation. Deaths in four of the remaining five 
were from causes unrelated to the heart disease or the embolus and 
therefore might have been avoided. 


TREATMENT OF TRAUMATIC ANEURYSMS AND 
ARTERIOVENOUS FISTULAS 
I. A. BIGGER 


Medical College of Virginia, Richmond, Va. 
Arch. Surg., 49:170-79, Sept. 1944 


Of 29 patients with vascular lesions caused by trauma, 13 had ar- 
teriovenous fistulas, 15 arterial aneurysms and | an aneurysm of the 
abdominal aorta and a fistula between the aorta and vena cava. In 
cases of traumatic aneurysm, which are well localized, operation should 
be delayed for at least 6 to 8 weeks to obtain improvement in the col- 
lateral circulation and to clear up any infection that may be present, 
unless complications develop that make earlier operation necessary. 
It is important that a complete neurological examination be made in 
every case of traumatic vascular lesion, and this should be repeated if 
pain occurs in the region of the aneurysm, or if the aneurysmal sac 
enlarges rapidly. If there has been any injury to important nerves, 
this should be repaired at the time of the operation on the aneurysm, 
if possible. 

In 5 of the author's cases of traumatic arterial aneurysm, complete 
excision of the aneurysmal sac was done; in 9 cases of traumatic 
aneurysm, aneurysmorrhaphy. In 7 cases of arteriovenous fistula, treat- 
ment was by quadruple ligation and. excision of the fistulous tract;.and 
in 3 cases by repair of an artery. In 4 of the cases of arteriovenous 
fistula, atypical or incomplete operations were done; while results were 
very satisfactory in 2 of these cases, the author states that “frequent fail- 
ures are to be expected” with such incomplete operations. 

Satisfactory follow-up studies have not been possible in many of 
these cases, but 8 of 9 patients in whom one of the main arteries of the 
lower extremity was obstructed were followed up and 7 of these pa- 
tients showed definite signs of “chronic circulatory deficiency’ distal 
to the obstruction 9 months to 8 years after operation. Excision of 
the aneurysmal sac is more certain to cure a traumatic arterial an- 
eurysm than aneurysmorrhaphy, but it destroys more collateral chan- 
nels; this may increase the danger not only of ischemic gangrene 
(which did not occur in any of the author’s cases) but also of chronic 
circulatory deficiency. An atypical or incomplete operation may be 
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successful in traumatic arterial aneurysm, but cure is rarely obtained 
in arteriovenous fistula except by excision of the fistulous area after 
complete ligation of the vessels involved or by suture of the artery. If 
the latter operation is done, the author has found that it is usually 
better to ligate the vein above and below the fistula and then open 
the vein and suture the artery under direct vision. In arteriovenous 
fistula the development of collateral circulation is excellent and there 
is little danger of ischemic gangrene, whatever the site of the lesion, but 
chronic circulatory difficulty does result if ‘main’ vessels are ligated 
and resected. ‘[ransvenous repair of the artery is therefore preferable 
when the common femoral vessels or the popliteal vessels are the site 
of the fistula, if there are no contraindications. “The most important 
contraindication to this operation is calcification of the wall of the 
artery in the area to be sutured. In cases in which main vessels are 
obstructed, especially those supplying the lower extremities, chemical 
block or surgical section of the sympathetic may be of value in reliev- 
ing or preventing chronic circulatory deficiency distal to the obstruc- 
tion. 


LIGATION OF THE AORTA AND BOTH COMMON ILIACS 
FOR ANEURYSM 
Davin T. MONAHAN (Major, M.C., A.U.S.) 
Surgery, 6:519-28, Oct. 1944 


A case is reported in which the aorta was occluded in stages by rub- 
ber bands proximal to the aneurysm with division of both common 
iliac arteries. ‘The patient lived approximately five months from the 
time of the first ligation. In addition, 7 cases of aortic ligation are 
reviewed: of these, 4 were partial and 3 total occlusions. Of the latter 
type, all had collateral established at the time of operation with one 
of the group having alarming paralysis of the extremities following 
ligation, only surviving probably because of his youth. 

Occlusion of the lower abdominal aorta is feasible. Furthermore, 
aman will tolerate division of both common iliacs after ligation of the 
aorta. Cotton tape has been demonstrated as the least noxious mate- 
rial for legation. It seems reasonable that ligation in stages with cotton 
tape plus ligation of both iliacs should cure aneurysms of the lower 
abdominal aorta. 10 references. 5 figures. 

[Reports of successful aortic ligation are appearing more frequently in the 
literature. Alexander, University of Michigan, recently reported resection of 
thoracic aortic aneurysm, which will be reviewed at a later date.—Ep. | 
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THE VALUE OF SYMPATHECTOMY IN THE TREATMENT 
OF BUERGER’S DISEASE 
GrEZA DE TAKATS 


Chicago, Il. 
Surg.. Gynec. & Obstet... 79:359-67, Oct. 1944 


Buerger’s disease is a chronic, recurrent segmental thrombosis of 
peripheral and visceral blood vessels preceded by a migrating phlebitis 
in 30 to 40 per cent of cases. Lesions are usually in the digital arteries 
or more terminal segments though occlusion of the major arterial path- 
ways are seen. In our present state of knowledge we cannot say whether 
the endothelial reaction leading to thrombosis is an infection, a toxic 
or an allergy, or whether it is primarily due to changes in the blood 
resulting in vasospasm and endothelial proliferation. One thing is 
certain: sympathectomy does not modify the course of this disease and 
it is undertaken only to improve circulation in the limbs where blood 
vessels are occluded. 

Every hospitalized patient should undergo a routine to determine 
his operability. Following a moderate dose of barbiturate, the regional 
sympathetics are blocked with procaine. On the upper extremity a 
cervical sympathetic block should result in a Horner's syndrome; on 
the lower extremity the loss of sweating determines the presence and 
level of sympathetic paralysis. As long as sweating is present in the 
areas under observation, the sympathetic paralysis is incomplete and 
may have to be repeated. ‘The drop in temperature of the skin in 
each individual finger or toe is very significant, indicating not only that 
this digit will not benefit from sympathectomy, but that a rapidly 
developing gangrene may occur following the operation. Such toes 
should be amputated immediately following sympathectomy. 

If the entire foot or hand remains cold after a successful block, 1 
means that the vascular capacity is very small, that the occlusion is m 
the terminal arterial bed and that sympathectomy will not benefit the 
foot. Claudication may, or may not, improve after sympathetic block. 
Venous filling time—an excellent method of estimating the decreased 
rate of flow in an extremity—has been slightly modified. With a blood 
pressure cuff around the thigh or upper arm, a pressure of 60 mm. of 
mercury is produced and the limb placed horizontally in a warm room. 
When the dorsal veins become prominent, the veins are considered full. 

After the capacity of the peripheral vascular bed to dilate when 
vasomotor tone is removed is determined, the next question is that of 
the activity of the process. <A simple test of the clotting mechanism, 
the heparin tolerance, which is greatly depressed in victims of Buerger'’s 
disease, is now employed. ‘The normal response to 10 mg. of heparin 
is quite stable though it may be diminished at times. 

Buerger’s disease is characterized by a thrombosis tendency as 
shown by the heparin tolerance. Since all major operations are fol- 
lowed by a temporary tendency to thrombosis, operations should be 
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postponed while the patient is in a state of heparin resistance. The 
use of intravenous sulfur compounds for the correction of the oxygen 
unsaturation, found accompanying exacerbations of the disease, has 
been advocated. ‘These sulfur compounds, notably sodium tetra- 
thionate, restore the heparin response in such cases to normal. 

Heparin tolerance is a useful gauge of the activity of the disease: 
in cases of recurrence, it again flattens. It also permits a close watch 
for postoperative thrombosis for which preventive measures are avail- 
able. Early cases of thromboangiitis with migrating phlebitis are un- 
suitable for sympathectomy. Patients over 50 are poor subjects for 
sympathectomy. 
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Fic. 1. Lumbar sympathectomy performed with an extraperitoneal antero- 
lateral muscle-splitting approach. A, The incision starts in the mid- 
axillary line, below the 12th rib and extends to the lateral border of the rectus 
muscle at the level of the umbilicus. B, The external oblique muscle is separated 
along the course of its fiber; the internal oblique muscle is in the process of 
separation. In very muscular individuals it may be necessary to cut this muscle 
parallel to the first layer of muscle. C, Both external and internal oblique 
muscles are retracted; the transversalis muscle is separated and the transversalis 
fascia becomes visible. D, The transversalis fascia is widely dissected off the 
psoas muscle and the sympathetic chain is exposed between the medial edge of 
the psoas and the vena cava. Dissection may be hampered by lumbar veins 
traversing the field or by a chain of enlarged lymph glands. Note the genito- 
femoral nerve which should be carefully protected from vigorous retraction since 
this may result in annoying paresthesias. ‘The chain is removed from the level 
of the sacral promontory to the crus of the diaphragm. Closure is made in 
layers with cotton. The lighted retractors were abandoned several years ago for 
a head-lamp. Approach of Flothow. 
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In a series of 50 patients, upon whom 136 sympathectomies have 
been done, about 50 per cent had minor amputations combined with 
sympathectomy. Of this entire group, 37 have been rehabilitated to 
full occupation, 7 to part-time work, with only 6 invalids. 9 references, 
3 tables. 4 figures. 
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Fic. 2. The 3rd rib has been resected paravertebrally for a length of 6 
centimeters. The transverse process has been removed with a double action 
bone forceps. The pleura with the endothoracic fascia has been peeled off 
the vertebral bodies. The 2d and 3d intercostal nerves are pulled out gently 
from the intervertebral foramina and sectioned proximal to the posterior root 
ganglion intradurally. A small segment of the nerve is excised. (See insert in 
lower right quadrant.) The sympathetic chain is cut below the 3d dorsal 
ganglion and sutured to muscle or to the distal stump of the second intercostal 
nerve. A Cushing clip is placed on the lower end of the sympathetic chain. 
The wound is closed in layers with cotton. Method of Smithwick 


Illustrations courtesy of Surgery, Gynecology & Obstetrics 


42. Veins 


See Index for Related Articles 
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43. Orthopedic Surgery 


PERI TENDINITIS CALCAREA: ROENTGEN TREATMENT 
MILTON B. STUECHELI 
Alexander Blain Hosp. Bull., 3:30-34, Nov. 1944 


The etiology of peritendinitis calcarea is variously given as trauma, 
focal infections, and endocrine and metabolic disturbances. ‘They 
represent calcium deposits about the tendons and bursae of the larger 
joints of the extremities, usually in the tendons of the shoulder joint. 
Films of the shoulder will always reveal the calcium if one film is made 
with the arm in internal rotation and another with the arm in external 
rotation. ‘There may be many deposits or one large plaque. 

Variable results have been obtained from local heat, rest, shortwave 
and other physiotherapy, novocain injections, needling, irrigation of 
the bursa and surgical curettement. Roentgen irradiation has recently 
been found the most successful form of therapy, shortening the period 
of disability and producing more lasting results. ‘The plan of treat- 
ment was used with some variation in nine cases discussed. ‘“Peak 
kilovolts of 150 or 200 (depending on size of patient), 15 Ma, 50 cm. 
distance, and filtration of 14 mm. Cu to 1 mm. of Cu with added | mm. 

of Al.” ‘Treatment was given four to seven days apart, usually six 
treatments in all. ‘The average dose at each treatment was 100 r “meas- 
ured in air without backspatter,” or the dose might be 200 r. About 
600 to 700 r were received by the patient in one month. Size of field 
was 10x10 cm. or 15x15 cm. depending upon size of the shoulder. 
The calcium may disappear at the first dose if the dose is large. Roent- 
genograms are advised in all cases of painful shoulder. 4 references. 


ORTHOPEDIC ASPECTS OF BRUCELLOSIS 
E. G. CHUINARD 


Portland, Ore. 
Northwest Med., 43:279-83, Oct. 1944 


A diagnosis of neurasthenia is frequently made in a case of brucel- 
losis because of the vague complaints of fatigue, aching, weakness, 
malaise, headache, depression, muscle cramps and soreness and _ back- 
ache. Patients are usually in the chronic stage of the disease when seen 
by the orthopedist, and the absence of fever is confusing in the diag- 
nosis. Clinically, brucellosis and atropic arthritis are similar but 
roentgen examination shows there is less diminution of joint space and 
demineralization of the bones in brucellosis than in atropic arthritis. 

Myotendonitis is most often found in patients with orthopedic 
complaints who have brucellosis. Although it is encountered in any 
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age and sex, it is seen most often in middle-aged women. Some of them 
have been seen by many physicians and have had psychiatric question- 
ing. Their symptoms tend to undulate, rather than the fever, for they 
have surges of improvement and at times exacerbations of pain. Most 
commonly localized areas are the insertions of the supraspinatus and 
gluteal muscles. Findings at the shoulder show a subacromial bursitis, 
either chronic low-grade or severely acute. 

Care should be taken during examination to palpate muscles 
rather than examine joints and should particularly include the tendin- 
ous or fascial insertions of muscles. Before brucellosis can be properly 
evaluated there must be further experience on the part of laboratory 
workers, perfected standardized procedures, further clinical observation 
to carefully delineate symptoms and findings, and public health efforts 
to study and control the disease. 


HERNIATION OF MUSCLES OF THE LOWER LEG 


Lewis N. Cozen (Mayor, M.C., A.U.S.) 
Bull. U. S. Army M. Depot., No. 77:111-12, June 1944 


In a report of 31 cases of herniae of muscles of the lower leg in 
Army personnel 18 to 40 years of age, the characteristic finding was the 
presence of a small “tumor” (1% to 4 cm. to 4x4 cm.) on the antero- 
lateral aspect of the lower leg in its middle or lower third. This mass 
was soft, fixed, and enlarged on movement of the ankle or toes. Six 
of the patients complained of no symptoms; the others had pain at 
the site of herniation after marching. The tibialis anticus was herni- 
ated in all but 4 patients, the peroneal muscles in 3, and the extensor 
digitorum longus in one. Operation was done in 14 cases in which 
the pain was most severe. In one case, closure of the fascial defect 
at the site of the muscle hernia was attempted, but was unsuccessful. 
In the other 13 cases, the “hole” in the fascia was enlarged so that 
the muscle could bulge through as a large mass, rather than “crowding 
through” a small opening. A defect of the crural fascia was found in 
every case and this was enlarged by a cruciate incision of the fascia 
at the site of the hernia. The hernia disappeared in every case, and 
pain was relieved in all but one case. ‘he patient in this case was 
found to be a psychoneurotic and should not have been operated upon. 
In 11 patients who complained of mild pain, treatment consisted in 
the wearing of an elastic bandage. 


{Very interesting and somewhat surprising, but the results are good.—Eb.| 
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44. Fractures 


MARCH FRACTURE: A REPORT OF THREE HUNDRED AND 
SEVEN CASES AND A NEW METHOD OF TREATMENT 
ABRAHAM BERNSTEIN (Lt. Col., M.C. A.U.S.) and 
Josepn E. Srone (Major, M.C., A.U.S.) 

J. Bone & Joint Surg., 26:743-59, Oct. 1944 


In a series of 307 cases of march fracture observed by the authors, 
the condition was found to occur in soldiers, irrespective of age, height 
or W eight, who took part in “speed hikes” and prolonged marches dur- 
ing training. No usual or unusual deformities of the foot were found 
to be associated with this fracture. “Che method of treatment employed 
in these cases was to countersink a steel bar 14 to 54 inch wide, 4 inch 
thick and 6 inches long into the sole of the shoe. ‘At first this bar was 
countersunk on the weight-bearing surface of the sole, but it is now 
countersunk in the non-weight-bearing surface of the sole and held by 
four rivets. ‘This bar holds the foot “rigid,’’ eliminating motion at 
the metatarsophalangeal joints, and gives relief from pain; occasionally 
a felt pad is placed along the longitudinal arch, to redistribute the 
weight. Patients with march fracture of one foot are not hospitalized, 
but have the “march bar” adjusted to their shoes, and are then returned 
to duty. After 6 to 8 weeks, most men were entirely free from symp- 
toms; || men, 3.6 per cent.of this series, did not respond to treatment 
and were given a 30-day furlough, during which time they were in- 
structed to continue weight- bearing on the injured foot “as much as 
pain would allow.” ‘These patients were usually fit for duty on return 
from furlough. In the authors’ opinion immobilization in a plaster 
cast is not indicated in the treatment of march fracture, since this is 
not “a complete fracture,” and there is no loss of position or alignment. 


MARCH FRACTURE: A STATISTICAL STUDY OF FORTY- 
SEVEN PATIENTS 
DarreLt G. Leavirr (Major, M.C., A.U.S.) and 
Harry W. Woopwarp (Major, M.C., A.U.S.) 
J. Bone & Joint Surg., 26:733-42, Oct. 1944 


In a study of 47 patients with march fracture, it was found that 
most of them showed a shortening of the first metatarsal, measurable 
in the roentgenogram; varying degrees of pes cavus were found in 32.5 
per cent. It is, however, impossible to determine the etiological sig- 
nificance of such congenital features, since their incidence in soldiers 
not showing symptoms is not known. ‘The early diagnosis of march 
fracture depends on the history and palpation along the dorsal aspects 
of the metatarsal shafts. “The initial roentgenographic examination is 
often negative; x-ray studies must be repeated until a fracture line or 
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evidence of callus formation appears; in 8.5 per cent of the authors’ 
cases, a fracture line was never demonstrated, although callus forma- 
tion could be seen. ‘These cases were treated by application of a 
walking plaster, usually unpadded; immobilization was continued until 
at least 6 weeks after the occurrence of the fracture; most patients re- 
turned to “‘light duty” in the plaster. Subsequently a felt support for 
the central metatarsal or first metatarsal head was used, held by a tape 
boot or by foot taping; in some cases if patients continued to complain 
of pain, metatarsal bars were added to the shoes. ‘These patients 
returned to full duty very slowly, if at all; some were rendered unfit 
for full duty by continued disability. 

A different form of treatment of march fracture has recently been 
adopted. In recent cases in which two weeks or less has elapsed since 
the fracture occurred, the plaster is applied for three weeks and no 
weight-bearing allowed. At the end of this period, or immediately, 
in cases of older fractures, warm whirlpool baths and massage are given 
daily, and weight-bearing is not allowed “until soreness disappears.” 
Complete cessation of pain and soreness seems to result more rapidly 
with this treatment than with previous methods, but the authors have 
no “real follow-up” on results. 


FRACTURE OF THE CARPAL SCAPHOID 


Jerrrey M. Ropertson (Surg. Lt. Comdr., R.N.V.R.) and 
R. D. WituiAMs (Surg. Lt., R.N.V.R.) 


Brit. M. J., 1:685-87, May 20, 1944 





At a Royal Navy hospital, 1,000 cases of fracture of the carpal 
scaphoid have been treated in a period of two and a half years; 58 
Colles fractures have been treated in this same period. Many of 
these fractures of the carpal scaphoid were sustained at sea or on an 
isolated station where radiological examination was not possible, and 
had been treated for “‘sprain,” rather than fracture. In the authors’ 
opinion all such cases should be treated by immediate immobilization 
whether actual fracture is demonstrated or not. In the early stages, 
fracture of the carpal scaphoid may be difficult to demonstrate radio- 
logically; four views of the bone should be taken—anterio-posterior, 
lateral and two obliques. 

All cases of scaphoid fracture at the hospital, whether early or 
late cases, were treated by immediate immobilization in plaster-of-Paris. 
Unpadded plaster, extending from the upper forearm to the meta- 
carpal heads, is employed. ‘The position of choice for immobilization 
is slight dorsiflexion with the thumb in line with the long axis of the 
radius and slight radial deviation. The first metacarpo-phalangeal 
joint is immobilized; on the palmar surface the plaster is brought only 
to the proximal crease, so that full flexion of the fingers is possible. 
The plaster is moulded well into the palm, so that no movement of 
the carpus is permitted. 
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In the series of 100 cases reported, 52 were treated within seven 
days after the injury. Satisfactory union resulted, as shown radio- 
logically, in all these cases, with an average period of immobilization 
of 11.16 weeks. Of the 48 cases treated at periods of one week to 
several months after injury, satisfactory union was obtained by im- 
mobilization in plaster in 13 cases; but the period of immobilization 
required was longer than in the first group—averaging 26 weeks. 
Radiological examination showed “established non-union’’ with separ- 
ation of the fragments with marked sclerosis of the fracture edges in 29 
cases. In 6 cases the “final state’ of the lesion was unknown. Two 
of the patients were discharged from the service as unfit for duty 
involving use of the wrist; 12 were discharged to light duty, most of 
them showing some degree of osteo-arthritis and disability of the wrist: 
§ were discharged to full duty, as they showed no osteo-arthritis and 
had a good range of motion of the wrist. Operation was done in 12 
cases of non-union, but union was obtained in only 5 instances, and 
only 3 of these patients returned to duty. ‘The chief reason for the 
failure of surgical treatment was the presence of osteo-arthritic changes. 
The results in this series of cases clearly demonstrate the value of early 
immobilization in the treatment of fractures of the carpal scaphoid. 
The possibility of such fractures should not be overlooked in cases of 
injury to the wrist in young adults. 


FRACTURES OF THE CARPAL SCAPHOID IN THE CANA- 
DIAN ARMY; A REVIEW AND COMMENTARY 


J. C. Dickson (Capt., R.C.A.M.C.) and J. G. SHANNON (Major, R.C.A.M.C.) 
Surg., Gynec. & Obst., 79:225-39, Sept. 1944 


A study of 257 fractures of the carpal scaphoid occurring in the 
Canadian Army Overseas is presented; 196 of these fractures involved 
the waist; 38 involved the proximal pole and 23 involved the tubercle. 
Diagnosis was made and treatment (immobilization) instituted within 
one week in 125 of the simple waist fractures; in 116 of these cases 
there was no displacement of fragments, and union was obtained in all 
cases with an average period of immobilization of eighty-eight days or 
12.5 weeks. Of the 20 cases in which more than five months of immo- 
bilization was required to obtain union, 12 showed either avascular 
necrosis of the proximal fragment, unusual separation or angulation 
of the fragments. In 6 cases with displacement of fragments, union 
was obtained in only 2 cases. In 3 cases roentgenograms were not 
available, but the histories indicated that the scaphoid united in one 
of these cases, but not in the other 2 cases. In 12 cases of proximal 
pole fractures treated within one week, union was obtained in 8 cases, 
with an average period of immobilization of one hundred days (twenty 
weeks). There were 23 cases of fracture of the tubercle treated within 
aweek after injury. In 2 of these cases early excision of the fragment 
was done; both of these patients were returned to duty, one four weeks, 
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the other twelve weeks after operation. In one case the fracture was 
not united at four weeks when the plaster cast was removed; after a 
short course of physical therapy, the patient was returned to duty and 
has not reported any “‘difliculty” in a year. In another case in which 
the cast was removed at six weeks, but no roentgenogram made, the 
patient has complained of pain and weakness in the wrist. In the 
remaining 19 cases in this group, union occurred with an average 
immobilization period of seventy-five days, or eleven weeks. 

There were 12 waist fractures and 3 proximal pole fractures in 
which diagnosis was made and treatment instituted in one to five weeks 
after injury; the average period before diagnosis was three weeks. 
Union was obtained in all waist fractures in this group with im- 
mobilization averaging ninety-two days or thirteen weeks. Union was 
obtained in 2 of the 3 proximal pole fractures; in the third case im- 
mobilization in plaster for eight months failed to effect union. 

There were | 1 cases of fracture dislocation in this series, including 
one case of compound fracture dislocation, returned to Canada one 
month after injury; 7 fracture dislocations of the transscaphoid peri- 
semilunar type and 3 fractures of the scaphoid with volar dislocation 
of the semilunar. In the 7 cases of transscaphoid perisemilunar dis- 
location, “excellent’’ reduction of the scaphoid fragments was obtained 
in 3 cases, with union in six, seven and eight months, respectively; in 
the 4 cases in which union was not obtained, the fragments of the 
scaphoid were not reduced in 3 cases. 

Diagnosis was made late, 1.e., two months or more after injury, 
in 70 of these cases of fracture of the carpal scaphoid, including 47 
waist fractures and 23 proximal pole fractures. In 21 cases, no treat- 
ment was attempted; 14 of these patients returned to full duty and 3 
were “recategorized”” for limited Army duty. Of 27 cases treated by 
immobilization, union was obtained in only 9 cases; in the group 
without union, 10 were “‘recategorized”’ for Army service. In 30 cases 
of ununited fractures, operation was done (this includes 8 cases of early 
diagnosis). In 2] cases in which a grafting operation was done, union 
was obtained in 8; one of these patients was “recategorized.” In the 3 
cases in which drilling operations were done, union was obtained in 2 
instances. In 4 cases in which complete excision was done, “recategori- 
zation” in the Army service was necessary for all on account of poor 
clinical results. In one case in which partial excision was done the 
clinical result was “‘excellent.’’ In one case of open reduction, roent- 
genograms taken one month atter operation showed no evidence of 
union; the patient was later returned to full duty and has not reported 
any disability of the wrist. . 

‘Displacement of fragments. was present in 36 cases in which diag: 
nosis was made late, or 50 per cent of this group; arthritis of the carpus 
present in 18, or almost 30 per cent at the time of diagnosis of the 
fracture; avascular necrosis in 7, or 10 per cent; and sclerosis of the 
fracture margins in 16, or approximately 25 per cent. 
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The results in this series of cases show that good results are 
obtained in the treatment of fractures of the carpal scaphoid if the 
correct diagnosis is made early; this is especially true of simple waist 
fractures. While fracture of the scaphoid may be suspected on clinical 
examination, a definite diagnosis can be established only by roentgeno- 
graphic examination. Roentgenograms must be made in the antero- 
posterior, lateral, and oblique positions, the latter being the most im- 
portant. In some cases fracture cannot be demonstrated on the first 
examination, but if the clinical findings indicate that fracture may 
be present, the injury must be treated as a fracture by immobilization, 
until repeated roentgenograms demonstrate that no fracture is present. 
The diagnosis of “sprained wrist” should be made with “the greatest 
of caution.” . But in some cases delay in diagnosis is due to the fact 
that the early symptoms are mild, and the patient does not seek medical 
advice until pain and disability become severe. 


INJURIES OF THE URINARY TRACT COMPLICATING 
FRACTURES OF THE PELVIS 
‘THEODORE H. SWEETSER ; 
Minneapolis, Minn. 


Minnesota Med., 27:812-16, Oct. 1944 


Injury of the bladder or deep urethra accompanying fracture of 
the pelvis, if unrecognized and not dealt with promptly, may bring 
disastrous results. Gross injury occurred in 12 cases among 103 cases 
of proved fracture at the Minneapolis General Hospital during the 
last five years. An unexplained hematuria occurred in 30 others. 

Intravenous urography may be undertaken as soon as the blood 
pressure is high enough to ensure renal function. When renal injury 
is found, early surgical treatment is necessary to avoid disaster. Supra- 
pubic cystostomy with drainage of the periv esical tissues has been found 
to be the essential part of the treatment. ‘Tears in the bladder should 
be sutured or the torn urethra brought into line by means of a catheter, 
unless the condition of the patient does not permit. 7 case summaries. 
9 references. 


THE MANAGEMENT OF TRAUMATIC RUPTURE OF THE 
URETHRA AND BLADDER COMPLICATING FRACTURE 
OF THE PELVIS 
Epwarp J. McCacur and JAmMes H. SEMANs 


Univ. of Pittsburgh Medical School and Mercy Hospital, Pittsburgh, Pa. 
J. Urol., 52:36-41, July 1944 


From 1905 to 1942, 780 patients with fracture of the bony pelvis 
were admitted to the Mercy Hospital; in 133, or 17 per cent, the pelvic 
fracture was complicated by rupture of the urethra or bladder. 


There 
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were 99 cases of intrapelvic urethral rupture, one of the rupture of the 
anterior urethra (straddle injury); 22 cases of rupture of the bladder 
(16 extraperitoneal and 6 intraperitoneal) and |1 cases with combined 
urethral and vesical rupture. The mortality in these 133 cases was 
23 per cent. 

In cases of fracture of the pelvis, diagnosis is usually not difficult; 
there is pain on movement; the legs are rotated outward and cannot be 
moved; compression of the pelvis causes pain and often crepitus. If 
the urethra is ruptured, blood appears at the external urinary meatus, 
the normal contour of the prostate may be found to be masked by a 
hematoma, when rectal examination is made; if the urethra is com- 
pletely severed, the prostate is displaced and therefore not palpable. 
Extravasation of urine does not occur early unless the bladder is also 
ruptured. If the bladder is ruptured, marked tenderness is usually 
noted in the lower abdomen over the site of the rupture; if a hematoma 
is present there is a tender mass distorting the lower quadrant. _Instru- 
mentation is not indicated for establishing the diagnosis, as these 
patients are always in shock. It is most important to treat the shock 
first by intravenous administration of blood and plasma. ‘Then if 
the diagnosis of rupture of the urethra or bladder or both is made, a 
cystostomy is done; if there is only partial rupture of the urethra, a 
urethral catheter is also employed. In such cases the urethra heals | 
around the catheter without suture. As the soft tissues around the 
urethra and bladder are usually damaged and liable to become infected, 
a perineal incision to establish periurethral drainage should be done 
as early as the patient's condition permits. If there is intraperitoneal 
rupture of the bladder, the peritoneal cavity should also be drained. 
‘The associated ileus is treated by the usual methods—enemata, rectal 
tube, gastric or Miller-Abbott tube, pitressin intramuscularly and 
hypertonic saline intravenously. The pelvic fracture is treated by 
immobilizing the pelvic girdle with a firm binder and suspending the 
pelvis in a sling with the legs in extension. This brings the two ends 
of the ruptured membranous urethra in close apposition; and anas- 
tomosis of the torn ends is unnecessary. 

In 51 consecutive cases of fractured pelvis treated at the Mercy 
Hospital in 1940 to 1942 (inclusive), there were 6 cases of intrapelvic 
rupture of the ureter. Suprapubic cystotomy was done as soon as 
diagnosis was made and the state of shock relieved; a splinting urethral 
catheter was also employed in all these cases. One patient died sud- | 
denly two weeks after operation, probably from pulmonary embolism | 
(no autopsy permitted). All others were discharged with complete 
urinary control after an average hospital stay of five and a half weeks. 
There were also 6 patients with extraperitoneal rupture of the bladder; 
2 of these patients died in shock, in spite of intensive therapy, before 
operation could be done. One was treated by urethral catheteriza- 
tion only; in the other 3 cases suprapubic cystotomy was done a few 
hours after the injury; all were drained extraperitoneally. All these 
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4 patients were discharged free from symptoms, in an average time of 
five and a half weeks. ‘There was no case of intraperitoneal rupture 
of the bladder. ‘There was one case of straddle injury of the bulbous 
urethra, treated by suprapubic cystotomy alone; the patient was dis- 
charged free from symptoms in eighteen days. Three of the patients 
with injury to the intrapelvic urethra were followed up; one developed 
incontinence and one had a urethral stricture requiring periodic 
dilatations. 

In many of this series of cases of fracture of the pelvis there was 
“amazing restoration of function” so that the patients could work, as 
before, as coal miners. Careful adjustment of the pelvic sling, avoiding 
any compression, extension of the legs in slight abduction, and early 
physiotherapy were important factors in obtaining such good results. 


TOTAL AND PARTIAL PATELLECTOMY: 
AN EXPERIMENTAL STUDY 
BERNARD N. E. CoHn 


Univ. of Colorado School of Medicine, Denver, Colo. 
Surg., Gynec. & Obst., 79:526-36, Nov. 1944 


Total excision of the patella is not a new procedure, but interest 
was revived in it as a method of treatment of fracture of the patella in 
1936 by Blodgett and Fairchild, and in 1937 by Brooke. More re- 
cently “warnings” against the adoption of patellectomy as a routine 
measure are beginning to appear in literature. Recent experimental 
work by Bruce and Walmsley (1942) and by Giardi (1943) indicates 
that excision of the patella produces unfavorable changes in the joint. 

In the author’s experiments total excision of the right patella was 
done in 2 groups of rabbits, adult and young animals; and partial 
excision of right patella (14) in 2 other similar groups. With the 
exception of a few animals that died within 4 months, these experi- 
mental animals were killed in 10 to 12 months. after the operation; 
roentgenograms of the joint operated on and the normal (left) joint 
were made during the period of observation. ‘These studies showed 
that total patellectomy in the rabbit resulted in degenerative arthritis 
(osteoarthritis) of the tibiofemoral articulation; these changes were 
more marked in adult than in young rabbits. Partial patellectomy 
caused early degenerative changes in the femoral condyles—the forma- 
tion of a fibrous outer stratum in adult rabbits. In young animals 
partial patellectomy did not cause any demonstrable articular changes 
during the period of observation. No alteration of function was noted 
during life after either total or partial patellectomy. Histological study 
of the quadriceps muscle showed no atrophic changes in any group of 
experimental animals. 

On the basis of present knowledge, the author concludes that total 
patellectomy should not be done in the human except in those cases 
in which this procedure “cannot be avoided.” 
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FATIGUE-STRESS FRACTURES, DIVERSE ANATOMIC LOCA. 
TION AND SIMILARITY TO MALIGNANT LESIONS 
J. GersHon-Coun (Lt. Comdr., M.C., U.S.N.R.) and 
Rospert E. Doran (Lt. Comdr., M.C., U.S.N.R.) 
U.S. Nav. M. Bull., 43:674-84, Oct. 1944 


Fatigue-stress fractures occur more commonly than is genet rally 
supposed, especially in the armed forces. The most common type is 
that occurring in the second and third metatarsals, known as march 
fracture. But similar fractures due to the same cause also occur in 
other bones. ‘These fractures occur in healthy bone without external 
injury; the fracture lines are usually thin and are easily overlooked on 
x-ray examination, until callus formation has begun. Occasionally 
such fractures may be recognized before the callus-forming phase as 

“thin lines of dissolution in healthy bone,” often incompletely travers- 
ing the shaft at right or oblique angles; but this is possible only i 

“the clearest of roentgenograms.” In fatigue-stress fractures callus 
formation is normal, passing through the “woven phase” to the stage 
of lamination and organization. If there has been little or no separa- 
tion of fragments, callus formation may take place without treatment. 
When the callus forms a tumor-like mass intimately connected with the 
periosteum and the fracture line is not distinctly visible, a periosteal 
sarcoma may be ‘‘suspected” from the roentgenographic appearance. 
Chis has occurred in some of the cases reported. If there has been 
separation of the fragments, and the fracture is not treated, the “woven” 
callus tends to accumulate on the side of the bone that “‘sustains the 
most stress,” as on the posteromedian aspects of the tibia: in these 
cases the fracture line or cleft is not obliterated. 

Three illustrative cases are reported in which the diagnosis of 
fatigue-stress fracture was made by x-ray examination. In one case the 
calcaneum was involved; in the second case, a rib; and in the third 
case, there was a transcervical fracture of the femur. In the latter case, 
a cast was applied and complete bony healing occurred in 9 weeks. 
A fourth case is noted in which there was a slight asymmetry of the 
legs; the history showed that the patient had been confined to bed for 
6 weeks with pain in the right hip, diagnosed as rheumatism, at the age 
of 12 years. X-ray examination showed a transverse line below the 
trochanters that resembled a “growth line,’ but no other bones showed 
similar lines, and the authors consider that the patient may have had 
a fatigue-stress fracture that had healed. 


FRACTURES OF THE CARPAL NAVICULAR 
Herpert E. Hires (Lt. Comdr., M.C., U.S.N.R.) 
U. S. Nav. M. Bull., 43:467-76, Sept. 1944 


In 37 cases of fracture of the carpal navicular, the fracture was 
caused in all but one case by a fall on the outstretched and abducted 
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arm with the force of the fall on the thenar eminence. In all but 2 
of these cases, the fracture was transverse, across the “‘waist’’ of the 
bone. The symptoms of fracture of « carpal navicular are pain on 
motion of the wrist, especially if the thumb is moved, and tenderness 
and often swelling over the navicular just proximal to the base of the 
thumb metacarpal; passive movement of the thumb and forefinger, 
especially ” ‘back pressure along their longitudinal axes,” increases the 
pain. The usual flat hand anteroposterior and lateral films of the 
hand do not always show a recent fracture of the carpal navicular, but 
they should be made to rule out other pathologic changes in the wrist. 
If these films do not demonstrate a fracture, but tenderness and pain on 
motion persist at the end of 3 weeks, another x-ray examination will 
demonstrate the fracture, if present, because sufficient absorption will 
have occurred along the fracture line to make it clearly demonstrable. 

In the treatment of fresh fractures of the carpal navicular, a non- 
padded plaster of paris splint is applied to the dorsum of the hand 
and forearm and wrapped in place with 2-inch gauze bandage; no 
padding or stockinet is used. ‘The cast is completed by 4-inch circular 
plasters that encircle the arm and hand. ‘The plaster extends through 
the space between the thumb and forefinger. The hand is slightly 
dorsiflexed and “in neutral position as far as radial and ulnar deviation 
is concerned.’ No sling is used, and the patient is instructed to use 
his hand freely but not to break or soften the plaster. “The cast should 
be worn for at least 90 days. In the 26 cases of fresh fractures of the 
carpal navicular, satisfactory union was obtained by this method in 23 
cases In an average period of 87 days. Non-union occurred in | case 
because of too short a period of immobilization, in another because of 
no immobilization, and in a third because of too short a period of im- 
mobilization with a padded cast which allowed motion in the wrist. 

In 11 patients in whom nonunion of fracture of the carpal navic- 
ular had caused pain, soreness and weakness in the wrist for a period 
of several months or years, the disability had been aggravated by the 
“heavy activity” of Naval service. In these cases the fracture line was 
very clearly demonstrated by the x-ray, because of absorption of the 
bone adjacent to the break; in the older fractures, sclerosis of the bone 
around the fracture margins is also present, with cavitation occurring 
simultaneously or later. 

In 5 of these cases good results were obtained by the use of the non- 
padded cast employed in fresh fractures, but worn for more prolonged 
periods. ‘This method may be expected to give satisfactory results in 
this type of fracture if the x-ray shows the two fragments to be of the 
same density, indicating a blood supply to both sides, if there is very 
little marginal sclerosis, and if the fracture line is not wide. In cases 
of nonunion in which the fracture line is not wide, but one fragment is 
avascular and there is considerable marginal sclerosis, a multiple drill- 
ing operation followed by prolonged fixation is indicated; this method 
gave good results in one of the author’s cases. When the fracture line 
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is wide, a bone graft operation is necessary; this operation resulted in 
good union in 3 of the cases reported. 


FRACTURES OF THE ANKLE 
ERNEST BURGESS 


Seattle, Wash. 
J. Bone & Joint Surg., 26:721-32, Oct. 1944 


In the past 3 years, the author has treated all cases of fracture of the 
ankle by primary open reduction; 46 cases have been treated by this 
method. ‘This method was adopted because it permits ‘‘a more com- 
plete fulfillment” of two basic requirements of successful treatment. 
The two requirements are: accurate restoration of the articular sur- 
faces of the tibia and fibula, and stability not only of the fracture frag- 
ments but also of the joint “mortise.’” In some cases the requirements 
cannot be met by closed reduction. ‘The methods of open reduction 
for various types of ankle fractures are described; vitallium screws are 
used for fixation. After reduction the ankle is immobilized in a neu- 
tral weight-bearing position, and early weight bearing in plaster is per- 
mitted. In the cases treated by this method, functional results were 
excellent and the period of disability was much reduced as compared 
with cases treated by the closed method. 


FRACTURES ABOUT THE ELBOW IN CHILDREN 
Haroitp B. Boyp and A. RALPH ALTENBERG 


Willis C. Campbell Clinic, Memphis, Tenn. 
Arch. Surg., 49:213-22, Oct. 1944 


At the Campbell Clinic, 713 fractures involving the elbow joint 
in patients 12 years of age or less have been treated. ‘The majority 
(65.4 per cent) of these fractures were supracondylar. Most of the 
cases of supracondylar fracture in children can be treated by manipu- 
lation and immobilization with adhesive tape with the elbow in flexion. 
If the swelling of the soft tissue is so extensive that manipulation can- 
not be done, some form of traction should be used, or a posterior splint 
employed until the swelling subsides and manipulation can be carried 
out. Any pressure on the brachial artery should be relieved before 
the posterior splint is applied and this often involves partial reduction 
of the fracture. When manipulation is done shortly after fracture, the 
radial pulse should be palpable; for immobilization the forearm should 
not be flexed to or beyond the point of obliteration of the radial pulse; 
and it is usually not necessary to flex the elbow beyond 45 degrees. 
The circulation should be carefully watched. A roentgenogram 
should be made after reduction and again in a week or ten days. After 
3 to 4 weeks, the adhesive tape can usually be removed and a posterior 
splint or sling used, and at the end of 4 to 5 weeks, gradual active and 
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passive movement of the elbow can be permitted, but extension of the 
joint should be increased slowly. If satisfactory reduction of a supra- 
condylar fracture cannot be obtained with manipulation, as is often the 
case with oblique fracture, open operation and internal fixation are 
indicated. For fixation a rustless steel nail is placed through each 
condyle and into the shaft of the humerus. 

Fractures of the humeral condyles occurred in 25.3 per cent of the 
authors’ series (180 cases). ‘This type of fracture should be differen- 
tiated from supracondylar fracture by roentgenographic examination, 
as Open Operation and internal fixation are indicated in most cases of 
condylar fracture. ‘The condyle is anatomically reduced, “as one posi- 
tion of a jigsaw puzzle is fitted into another’; and a nail or screw of 
rustless steel or vitallium employed for fixation. The arm is im- 
mobilized with the elbow at 90° or slightly flexed beyond the right 
angle; the internal fixation is usually removed in 6 to 8 weeks, but 
active and passive motion is begun before that time, in approximately 
4 weeks. Prompt open reduction of condylar fractures has not been 
followed by disturbances of growth in the lower end of the humerus, 
but if open reduction is delayed such disturbances result. 

Fractures of the neck of the radius occurred in 4.7 per cent of the 
authors’ series; the head of the radius was fractured in only 2 of these 
34 cases. Whether these cases were treated by closed or open reduc- 
tion depended upon the amount of displacement of the head of the 
radius. If this displacement is slight, the application of a posterior 
splint is all the treatment necessary. If there is “appreciable” dis- 
placement of the head of the radius open operation is indicated, the 
fracture should be reduced. Removal of the head of the radius is not 
indicated in children. 

Fracture of the ulna with dislocation of the head of the radius 
(Monteggia fracture) is rare in children; such fractures may be treated 
by closed reduction, with special care to secure and maintain accurate 
reduction of the dislocation of the head of the radius. If the head of 
the radius “‘redislocates’” when gradual extension of the elbow is per- 
mitted after healing of the ulnar fracture, operation should be done 
and a fascial loop placed around the head of the radius. 

Fractures of the olecranon are rare in children; they may be treated 
by immobilization in a splint if there is little displacement of frag- 
ments. Wide displacement requires open reduction and internal fixa- 
tion. Comminuted fractures of the lower end of the humerus also re- 
quire open reduction and internal fixation. 
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STUDIES ON FRACTURE CONVALESCENCE. I. NITROGEN 
METABOLISM AFTER FRACTURE AND SKELETAL. 
OPERATIONS IN HEALTHY MALES 
JoHN Eacer Howarp, WiLLiAM Parsons, Kay EISENBERG STEIN, 

HARRY EISENBERG and VIRGINIA REID! 


Department of Medicine, Johns Hopkins University and Johns Hopkins Hospital, Baltimore, 
Md. Bull. Johns Hopkins Hosp., 75:156-68, Sept. 1944 


Loss of nitrogen in fracture patients and other types of trauma 
should not be overlooked. Factors causing this loss are disuse, anes- 
thesia, sulfonamide compounds, fever and infection; but these do not 
account for the major part of nitrogen losses. Catabolic nitrogen ex- 
creted in the urine does not reach its maximum until six days after 
the injury occurs and nitrogen equilibrium is not reestablished until 
atter thirty-five days. Non-fracture patients sustain smaller and shorter 
nitrogen losses. 


TREATMENT OF UNUNITED FRACTURES OF THE HIP 
Mertvin S. HENDERSON 
Surg. Clin. of North America, Mayo Clinic Number, 751-61, Aug. 1944 


Imperfect reduction or failure to maintain reduction by adequate 
internal or external fixation is probably the chief cause of nonunion 
in fractures of the femoral neck. Of equal importance is failure to 
make a diagnosis: too often an injury to the hip 1s called a sprain and, 
since no roentgenograms are made, a golden opportunity for early 
treatment slips by. Any injury to a hip should be considered a frac- 
ture unless prov ed otherwise by good roentgenograms. 

An increasing number of fractures are being observed, both of the 
neck of the femur and long bones generally, that have failed to unite 
because of over-pulling (distraction) when skeletal traction was used. 
In a certain percentage of persons the blood supply to the head of the 
femur is meager and a fracture through the neck of that bone may 
cause enough injury to the blood vessels going to the head of the bone 
to deprive the latter of necessary nourishment. If union should de- 
velop, late atrophy of the head follows. 

Lack of skeletal support is the cause of disability in cases of non 
union of the hip. Some few patients attain firm enough fibrous union 
to enable them to get about with a cane or crutch and they should be 
left undisturbed. Because so many patients having fracture of the hip 
are elderly, each must be studied individually in order to determine 
whether or not an operation is advisable. 

Operations for ununited fracture of the femur vary and must be 
fitted to the patient and not the patient to the operation. If the head 1s 
viable and a fair-sized neck of femur left, some form of bone-grafting 
should be considered. If the head is viable but the neck absorbed, the 
Brackett operation or some modification should be used. If, however, 
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the head is dead, there is no object in trying to get it united to the upper 
end of the femur because the head will atrophy and collapse with static 
arthritis developing. 

If the head is to be excised, the Whitman, Colonna or the Albee 
operation may be used to furnish skeletal support. ‘The head of the 
femur must be viable and a good remnant of the neck present if a 
bone graft is to be used. ‘These bone graft procedures are fully de- 
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Fic. 1. Showing the Brackett, Whitman, Colonna and Albee operations. 
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tailed by the author who proceeds to describe the Brackett, Whitman 
Reconstruction and Colonna operations. Following the bone gr afting 
and the Brackett operations, it is not at all unusual to see patients 
acquire practically full motion with excellent function. After re- 
construction operations in which the head of the bone is sacrificed, 
there is definite limitation of motion with the patient forced to use a 
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Fic. 2 a, b, c and d, Articular osteosynthesis with bone graft. 





Fic. 3. Nonunion of six months’ duration. a, Before operation; b, six 
months after operation. Excellent function was obtained. 


Illustrations courtesy of W. B. Saunders Company 
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cane. [he one point common to all the operations is that skeletal sup- 
port is re-established. 8 references. 7 figures. 
REFERENCES TO CURRENT ARTICLES 

Colles’ Fracture Splint. Voigt Mooney, Pittsburgh, Pa. Am. J. Surg., 46:142, 
Oct. 1944. (Introducing a simple and inexpensive Colles’ fracture splint 
which, in the author’s hands, has given satisfaction. Made from % inch 
white pine wood, the distant end is cut on the bias at an angle of 45 degrees. 
Cost of production by a carpenter is sixty cents a dozen.) 

Oblique Fracture of Both Bones of Lower Leg. L. H. Edmunds, Seattle, Wash. 
Northwest Med., 43:227-8, Aug. 1944. (Discussion of the two causes of trouble 
given surgeons over this type of fracture, viz., dificulty in maintaining a satis- 
factory position and in obtaining union.) 

First Aid and Transportation in Cases of Fracture or Suspected Fracture of the 
Spine. G. P. Howlett, Ottawa, Ont., Canada. Can. M. A. J., 51:142-4, Aug. 
1944. (Discussion of the ‘“‘Clark-Moir Method” for first aid treatment and 
subsequent transportation of cases of spinal fracture, suspected or actual.) 


Intramedullary Fixation of Certain Fractures of Both Bones of the Forearm. 
Jas. A. Dickson, Cleveland, Ohio. Cleveland Clin. Quart., 11:62-6, July 1944. 
(Intramedullary fixation by means of Kirschner’s wires is an excellent pro- 
cedure for fractures of the forearm not satisfac torily reduced by manipulation 
alone.) 


A —. Traction Table. H. S. Morton (Surg. Comdr., R.C.N.V.R.). Can. 
A. J., 51:169-70, Aug. 1944. (Presentation of a simple portable traction 
ah to be used on board ship, in the field or at a base hospital.) 


Fracture—Dislocation of the Fifth Metacarpal Lobe. Bryan C. Murless (Lt. 
Comdr., R.N.V.R.). Brit. J. Surg., 31:402-04, April 1944. (A brief discussion 
of dislocation of the fifth metacarpal without associated dislocation of the 
other bones of the hand—a surgical rarity.) 


Problems and Principles of the Restriction of Limb Function following Injury. 
F.S. A. Doran, R.A.F.V.R. Brit. J. Surg., 31:351-67, April 1944. (The author 
makes several analyses of recovery from various types of fractures disclosing 
the therapeutic value of recommended exercises.) 

Treatment of Fractures of the Femoral and Tibial Shafts in the Same Limb. 
V. H. Ellis and H. H. Langston, Orthopedic Unit, EMS. Lancet, 1:786-87, 
June 17, 1944. (In 200 fractures of the shaft of the femur treated by the 
authors, 16 also had a fracture of the tibial shaft on the same side. The difh- 
culties of treatment of such fractures are discussed. Maintenance or restora- 
tion of movement of the knee is important and must be obtained “even at the 
expense of the tibial fracture.” The tibial fracture should be treated by open 
or closed fixation, if possible; the femoral fracture in the usual way. The 
authors consider that femoral plating and above-knee skeletal traction should 
be avoided.) 


45. Dislocations 
REFERENCES TO CURRENT ARTICLES 

A Method of Immobilization of Acute Acromioclavicular Separation. N. J. 
Giannestras (Major, M.C., A.U.S.). J. Bone & Joint Surg., 26:597-99, July 1944. 

Ambulatory Treatment for Sprained Ankles. J. T. Webber. West Virginia 
M.J., 40:176-78, June 1944. 

Alar Scapula; an Unusual Surgical Complication. Manfred U. Prescott (Col., 
M.C., A.U.S.) and Richard W. Zollinger (Capt., M.C., A.U.S.) Am. J. 





$22 QUARTERLY REVIEW OF SURGER) 


Surg., 65:98-103, July 1944. (Report 2 cases in which alar scapula developed 
while the patients were undergoing treatment for pilonidal cyst, more prob- 
ably due to injury to the long thoracic nerve than to the serratus anterior 
muscle. ‘Treatment by “some form of immobilization” and physiotherapy 
gives good results; operation seldom indicated.) 

Replacement of Dislocated Epiphysis. W. H. Irvine, Fredericton, N. B., Canada. 
Canad. M. A. J., 51:54, July 1944. (Dislocation of epiphysis of the lower 
end of the femur successfully reduced; joint normal eleven years later.) 

\n Unusual Dislocation of the Foot. E. W. Dorrell (Surg. Lt., R.N.V.R.) 
Brit. M. J., 2:12-13, July 1, 1944. (Report of a case in which reduction was 
accomplished without traction and unpadded plaster applied; patient walking 
with only a slight limp ‘three months after the injury.) 

Dislocation of Sesamoid of Hallux. G. M. Muller, Botley’s Park Hospital, 
London. Lancet, 1:789, June 17, 1944. (Report of a case caused by stubbing 
the big toe on rough ground; sesamoid could be easily replaced but not held 
in position, and was excised.) 

Old Dislocation of the Foot. Reduction and Arthrodesis (Luxacion antigua de 
pie. Reduccidn y artrodesis). Luis Leoncio Fernandez, Hospital Rawson 
Miercoles. Prensa med. argent., 31:829-31, May 3, 1944. (Case report with 
schematic drawings of deformities and surgical technic employed.) 


46. Bones 


REFERENCES TO CURRENT ARTICLES 

Osgood-Schlatter Disease. Edmond Uhry, Jr., New York, N.Y. Arch. Surg., 

18:406-14, May 1944. (Analysis of 79 cases with special reference to pathology 

and pathogenesis.) 

reatment of Osteomyelitis of the Facial Bones with Penicillin. William M. 

M. Kirby and Virgil E. Hepp, Stanford Univ. School of Medicine, San Fran- 

cisco, Cal. J.A.M.A., 125:1019-22, Aug. 12, 1944. (Reports 5 cases of osteo- 

myelitis of the facial bones treated with penicillin, with recovery in all cases. 

Removal of necrotic bone was done after subsidence of infection. A dosage 

of 200,000 units daily by intravenous drip for ten days to two weeks is recom- 

mended, followed by 15;000 units every three hours for another two or three 
weeks. If operation is done after sequestration has occurred, penicillin ther- 
apy should be continued for at least a week postoperatively.) 

Treatment of Elevation of the Humerus (Die Behandlung des Humerushoch 
standes). M. Saegesser. Chirurg, 15:549, Sept. 15, 1943. 

Surgical Treatment of Hallux Valgus in Troops in ‘Training at Fort Jackson 
During the Year of 1942. Mather Cleveland (Lt. Col., M.C., A.U.S.), Leon 
J. Willien (Lt. Col., M.C., A.U.S.) and Patrick C. Doran (Major, M. C., 
A.U.S.). J. Bone & Joint Surg., 26:531-34, July 1944. 

Surgical Tuberculosis and Accidents (Chirurgische “‘Tuberkulose und Unfall). 
H. Hanke. Med. Klin., 40:42-5, Jan. 21, 1944. 

Chronic Sclerosing Osteitis (Sclerosing Non-Suppurative Osteomyelitis of Garreé). 
The Differential Diagnosis from Syphilitic Lesions of Bone, Sclerosing Osteo- 
genic Sarcoma, Paget's Disease of Bone (Osteitis Deformans), Subperiosteal 
Ossifying Hematoma, Osteitis Fibrosa Cystica, Hemangio-endothelioma (Ew- 
ing’s Sarcoma, Endotheliomyeloma), and Metastatic Carcinoma. Henry W. 
Meyerding, Rochester, Minn. Surg. Clin. North America, Mayo Clinic Num- 
ber, 762-79, August 1944. 


Three Lasting Cures Following Parathyroidectomy in Generalized Fibrous 
Osteodystrophy (Drei Dauererfolge von Parathyreoidektomie bei Osteody- 
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strophia fibrosa generalisata). J. Nickels. Arch. f. klin. Chir., 205:488-95, 
March 31, 1943-44. 

Roentgenological Approach toward Diagnosis of Bone Tumors. M. Guzman, 
Jr. Bol. Asoc. med. de Puerto Rico, 36:259-68, June 1944. 

A Case of Multiple Myeloma. F. Hernandez Moralies. Bol. Asoc. med., Puerto 
Rico, 36:278, June 1944. 

Conservative Treatment of Acute Osteomyelitis of the Long Bones (Konserva- 
tismus in der Behandlung der akuten Osteomyelitis de langen R6éhrenknochen). 
H. J. Lauber. Chirurg, 15:540-2, Sept. 15, 1943. 

Metastatic Bone Tumors (Tumores osseos metastaticos), A. Coutinho. Hos- 
pital, Rio de Janeiro, 25:619-36, April 1944. 

Osteitis Fibrosa Disseminata; Case Report. V. C. Turner. Proc. Inst. M. 
Chicago. 15:86, April 15, 1944-45. 

Essential Factors in the Production of Osteitis Deformans Paget. E. Lyon. 
Acta med. orient., 3:45-50, March 1944. 

A Case of Von Recklinghausen’s Disease with Malignant Degeneration in an 
African. V. M. Kammer. East African M. J., 21:89, Feb.-Mar. 1944. 

Osteogenic Osteolytic Sarcoma of the Os Pubis. Sidney T. Friedman, Jewish 
Memorial Hospital, New York, N. Y. Am. J. Surg., 64:248-53, May 1944. 
(Presentation of a case review with suitable comment upon the treatment of 
this rare disease.) 

Osteochondritis Dissecans. Geo. H. Stein, R. G. Skins and Fred. C, Lowry 
(U.S. Army Med. Corps.). Am. J]. Surg., 64:328-37, June 1944. (Presentation 
of the literature bearing on osteochondritis dissecans with emphasis upon 
early diagnosis and treatment to avoid subsequent disability.) 

Chondrodystrophia Calcificans Congenita. Maxwell P. Borovsky and Julian 
Arendt, Chicago, Ill. J. Pediat., 24:558-67, May 1944. (A rare case is pre- 
sented of bone maldevelopment consisting of stippling at many epiphyseal 
centers. Both knee joints had extensive calcification and there was periosteal 
elevation along the femur; also there were congenital heart lesions and high 
phosphatase determination. Prognosis for correction of the bone abnormality 
is generally good.) 


47. Joints 


DEGENERATIVE CALCIFICATION IN ARTICULAR CARTI- 
LAGE OF THE KNEE: DIFFERENTIATION FROM 
CALCIFICATION OF THE MENISCUS 


Paut H. HARMON 
The Guthrie Clinic and The Robert Packer Hospital, Sayre, Pa. 
J. Bone & Joint Surg., 26:838-40, Oct. 1944 


In the 2 cases reported, the calcification of the articular cartilage 
was found incidentally during roentgenographic examination for 
trauma to the knee in | patient and acute gout in the other. In the 
first case, the patient gave a history of arthritis with most severe in- 
volvement of the left knee. Roentgenograms showed osteo-arthritic 
changes in both knees; and in the left knee a narrow intra-articulan 
zone of calcification, followed the contour of the articular cortex of 
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the femoral condyles into the recesses of the joint; in the right knee 
calcification was very slight. In the second case roentgenograms 
showed soft-tissue thickening in both knees, and in both “‘a very defi- 
nite and extensive linear zone of calcification,” which followed the con- 
tour of the femoral condyles. ‘The first patient died in the hospital 
from urinary tract infection complicating prostatic enlargement. 
Autopsy showed complete destruction of the articular cartilage in 
some areas (evidently due to advanced degenerative changes), and in 
others, diffuse calcification. Follow-up roentgenograms in the second 
case, 2 years after the acute attack, show a slight extension of the calci- 
fication. In these cases the location of the areas of calcification was 
such as to rule out calcification or ossification of the menisci. The 
author finds no other reported cases of calcification of the articular 
cartilage, indicating that it must be of less frequent occurrence than 
calcification of the menisci. He reports these 2 cases to ‘‘stimulate 
similar observations” in other patients, and to call attention to the im- 
portance of differentiating this condition from calcification of the 
menisci. 


PYOGENIC COXITIS; INDICATIONS FOR SURGICAL 
TREATMENT IN RESIDUAL AND CHRONIC STAGES 
AND END-RESULTS OF RECONSTRUCTION IN 
PATIENTS 
Paut H. HARMON and Carroii O. Apams (M.C., U.S.A.) 


Sayre, Pa. 
Surg., Gynec. & Obst., 78:497-508, May 1944 


In a previous report on end-results from suppuration within the 
hip joint, it was stated that the cases fell naturally into three groups 
according to the age of the patient; (1) 0 ra 3 years of age; (2) 4 to 12 
years of age, and (3) the “adult” group, 13 years and over. In con- 
sidering the end-results of operative nse seb for residual deformities, 
this classification according to age has been retained, since there is a 
‘lag’ between the acute stage and the time when the patient seeks 
treatment for the residual deformity. In the infantile age group (0 to 
3 years), 15 out of 18 did not present themselves for treatment of the 
residual deformity until an average of 8.7 years after the acute stage; 
only 3 were operated upon shortly after the acute stage. 

Continued purulent drainage is one of the indications for late 
operation in pyogenic coxitis. Roentgenograms with the injection of 
sinus tracts with an opaque medium, are necessary to determine the 
condition present and indicate the treatment necessary. In 8 patients 
in the series reported the source of the continued drainage was the 
detached and “‘dead’’ femoral head; removal of the sequestered por- 
tion of the femoral head, which in most instances was the entire head, 
gave good results in all but one case. In this one case, the suppuration 
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continued to extend and the patient died later with generalized meta- 
static pyemic abscess. In 9 cases with extensive osteomyelitis of the 
ilium, excision of a major portion of the ilium was done, with good 
results in 8 cases. In adults with persistent suppuration of the hip 
joint and osteomyelitis in the upper half of the femur, disarticulation 
of the hip may be necessary; this was done in 3 cases in this series; one 
of these patients died several months after operation. If disarticula- 
tion is clearly indicated, it should be done immediately and not as “a 
last-minute attempt’ to save the patient’s life. 

In malpositions of the hip, subtrochanteric osteotomy is often in- 
dicated with either a fused hip ora movable hip. In the authors’ 
series this operation was done in 15 cases (12 fused hips, 3 movable 
hips) with good results in all. In 3 cases transplantation of the greater 
trochanter was done with satisfactory results in all; as a rule, the 
osteotomy operation is to be preferred, in the authors’ opinion. 

In cases of unilateral hip joint instability following the acute stage 
of purulent coxitis, acetabular shelf operation is the procedure of 
choice in the juvenile age group (4 to 12 years of age); it can be done 
six months after drainage has ceased if there is no evidence of associated 
osteomyelitis. In 7 cases in which this operation was done, a stable hip 
and “good” gait were obtained in 5 cases; in one case osseous ankylosis 
developed. In adults with unilateral hip joint instability, surgical 
arthrodesis is indicated, and is done after placement of the dislocated 
hip at the level of the acetabulum. In the 3 cases in which this opera- 
tion was done, results were satisfactory with marked improvement in 
gait. In one infant, longitudinal osteotomy was done for a dislocating 
hip with a good result (seven-year follow-up). ‘This case has been 
previously reported. 

A stable hip “obtained by bony ankylosis” is often the best-end 
result of pyogenic coxitis; however, some patients demand operation 
to obtain a movable hip. Some form of arthroplasty in patients with 
ankylosis of the hip resulting from pyogenic coxitis has been done in 
9 cases in the authors’ series. Most of these operations were done be- 
fore the foreign body cup arthroplasties had been developed. ‘The 
Jones’ pseudoarthrosis operation was done in 3 cases, in all of which 
ankylosis occurred; fascial arthroplasty was done in 6 cases, with satis- 
factory results in only one (20 per cent.). One vitallium cup arthro- 
plasty was done with good result. In general, the authors advise that 
if a patient has a stable hip, ankylosed in good position, arthroplasty 
should not be attempted, as it is “a gamble” in any single case. If 
arthroplasty is to be done the patient should be under 50 years of age, 
in good general health, and willing to comply with “a vigorous post- 
operative schedule’; he should have a “‘light” or sedentary occupation. 
There must be neither osteomyelitic changes at the former hip joint 
site and in the neighboring bones, nor gross distortion of bone. 

Surgical arthrodesis was done in 5 cases for relief of pain in the 
hip with good results in all cases; the newer methods of foreign body 
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cup arthroplasty may be tried in such cases before arthrodesis. Surgical 
operations for equalizing leg length were done in 14 cases; of the three 
types of operations used—leg shortening, leg lengthening and epi- 
physeiodesis for arrest of longitudinal growth—diaphysectomy for leg 
shortening gave the best results. Some of the epiphyseal arrest opera- 
tions were done on older adolescents, for whom it is now realized the 
operation was not indicated. Most of the patients with bilateral de- 
formities were seen before ‘the modern era of arthroplasty” and little 
treatment was attempted in these cases. However, 2 patients with 
ankylosis of both hips had a bilateral vitallium cup arthroplasty, with 
good results in both instances. 

In general, the authors conclude that surgical stabilization of slight- 
ly movable hips and positional correction of naturally ankylosed hips 
following pyogenic coxitis give better results “in terms of painless ex- 
tremities serviceable in weight-bearing” than arthroplastic attempts to 
secure a movable hip. 


GUNSHOT WOUNDS OF THE KNEE-JOINT 
St. J. D. Buxton 


King’s College Hospital, London, England 
Lancet, 1:681-84, May 27, 1944 


In 273 wounds of the knee-joint, occurring in 255 patients treated 

t base hospitals during two Libyan campaigns, suppurative arthritis 
dueshaiad in 95 joints (34.8 per cent), and 12 limbs were amputated 
(4.4 per cent); the mortality rate was 1.8 per cent. The low rate of 
amputation and of mort: lity in this series is attributed to several fac- 
tors; the missiles causing these injuries were of small size, operation 
was done early, sulfonamides were employed, and joints were im- 
mobilized. 

At the forward operating centers these knee-joint wounds were 
treated by excision or trimming of the wound, as indicated. Enlarge- 
ment of the wound was sometimes indicated in cases treated more than 
twenty-four hours after injury. If the synovial membrane is lacerated, 
the edges of the wound should be excised. In early cases debris and 
blood clot should be removed from the joint and the synovial mem- 
brane closed. Mechanical irrigation of the joint with several pints of 
fluid is recommended for later cases. Fixation of the limb on a Thomas 
splint with one-way-stretch “Elastoplast’”” was done at the forward oper- 
ating centers; and in addition plaster of paris coy ering limb and knee 
with a split down the front of the cast was used in some cases if the 
journey to the base hospital was long. 

At the base hospital, the first step in treatment was immobilization 
of the joint in a position 5° short of full extension with slight separa- 
tion of the bones. ‘This is done os a Lo splint and strapping 
with a pad behind the knee: “fixed” or “weight” extension is used, 
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according to the preference of the surgeon; but skeletal traction is con- 
traindicated. All these patients were given a sulfonamide by mouth, 
usually 25 gm. in five days, and in some cases a sulfonamide was used 
locally. If the joint was distended aspiration was done; this is of value 
both as a diagnostic procedure to determine if infection is. present and 
as a therapeutic procedure. If 1 radiography indicated that metallic 
fragments were present in the joint cavity, they were removed imme- 
diately if the joint was infected; but if the fluid 1 in the joint was sterile, 
removal was delayed until ‘three weeks or so” after the wound was re- 
ceived. 

If no suppuration occurs, good movement of the joint may be ex- 
pected. Unless the patient is ill, movements of the toes and ankles can 
be begun immediately: in the uncomplicated case, the patella can be 
moved laterally and quadriceps contraction encouraged in two to three 
weeks. If the knee is “comfortable,” and movement of the knee when 
the limb is lifted causes little or no discomfort, active movements 
should be started. It is more difficult to decide when weight-bearing 
is to be allowed; if there is pain or spasm on active movement or on 
walking, it indicates that these activities have been started too soon. If 
suppurative arthritis develops, the joint must be opened to remove the 
infected fluid; drainage by tubes should not be employed in the au- 
thor’s opinion. If bone sequestra are present in the joint cavity, they 
should be removed. The author considers that the best end-result after 
severe suppurative arthritis is ankylosis and bony union “‘carried out 
by Nature,” or by the operation of excision done after all suppuration 
has ceased. Amputation is necessary in forward operating units if 
there is gross injury to the blood vessels. In the base hospital, the chief 
indications for operation are septicemia, severe suppurative arthritis 
endangering the health or life of the patient and secondary hemorrhage. 
In the 12 amputations, fractures into the knee joint were present in 
every instance. 

REFERENCES TO CURRENT ARTICLES 
Granuloma Inguinale as a Cause of Arthritis and Osteomyelitis. Report of a 
Case. Roger B. Scott, John Lyford, III, and Robert W. Johnson, Jr. From 
the Department of Gynecology and the Division of Orthopedic Surgery, the 


Johns Hopkins Hospit: il, Baltimore, Md. Bull. Johns Hopkins Hosp., 74:213- 
17, March 1944. 


Knee Injuries in Service Personnel. John H. Allan (Lt. Comdr., M.C., U.S.N.R.) 
and Jesse T. Nicholson (Comdr., M.C., U.S.N.R.). U.S. Navy M. Bull., 
43:63. (Report of 153 cases exclusive of compound wounds; the most com- 
mon cause of injury in these cases was a twisting force to the knee. Conserva- 
tive treatment until a definite diagnosis of cartilage injury is made, is recom- 
mended.) 


Malignant Tumors Arising from the Synovial Membrane with Report of Four 
Cases. William H. Moretz, Univ. of Rochester School of Medicine and Den- 
tistry, Rochester, N. Y. Surg., Gynec. & Obst., 79:125-32, Aug. 1944. (Re- 
ports 4 cases; only one of these patients is living and well without evidence 
of recurrence eleven months after operation—local excision. Review of 
literature shows that these 4 cases bring the number of reported cases of 
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“malignant synovioma” to 82. Prognosis in these cases is “unfavorable”: 
authors suggest amputation of the affected extremity unless “really wide” 
local excision is possible.) 

Case Record of the Massachusetts General Hospital: Report of a Case of Tuber- 
culous Hip. New England J]. Med., 230:435, April 6, 1944. (The hip joint 
had earlier tuberculous involvement. The later occurrence followed trau- 
matic arthritis from a kick on the hip.) 


Observations on the Regeneration of the Semilunar Cartilages in Man. I. §. 
Smillie, Glasgow, Scotland. Brit. J. Surg., 31:398-401, April 1944. (The 
author discloses that total excision of a meniscus is invariably followed by 
replacement of a fibrous tissue structure almost the replica of the original.) 


Special Consideration in Radiography of the Knee and Ankle. S. Mohr, Los 
Angeles, Cal. X-Ray Tech., 15:8-12, July 1944. (Helpful hints given to 
improve routine radiography.) 


48. Tendons 


See Index for Related Articles 


49. Amputations 


See Index for Related Articles 


50. Traumatic Surgery 


See Index for Related Articles 


51. Burns 
BURNS 


Harry M. BLACKFIELD 


From the Department of Surgery, University of California Medical School, San Francisco, Calif. 
California & West. Med., 61:187-89, Oct. 1944 


Prevention of shock and infection is the major objective in treat- 
ment of severe burns. Immediate treatment for shock should be given, 
the patient being placed in supine position and given at least one-half 
grain of morphine to alleviate pain. Until the patient is hospitalized 
the burned areas may be covered with a sterile boric ointment, petro- 
latum or a 5 per cent sulfathiazole water-soluble jelly spread on fine 
mesh gauze. 

Administration of plasma is the first requirement in treatment. 
When 10 per cent or more of the body surface is involved, 50 to 100 cc. 
of plasma should be given for each per cent of surface burned. Severe 
burns may require a large amount of plasma during the first 24 hours, 
given in divided doses. Hematocrit readings should be done regularly 
and for each point rise above 45 per cent cells, at least 100 cc. of plasma 
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should be administered. Large quantities of saline and glucose should 
not be given as they tend to intensify edema and dilution of blood 
roteins. 

If plasma is available, whole blood should not be given except in 
cases of hemorrhage. Blood transfusions are indicated when anemia 
develops. A freshly burned surface should not be washed vigorously; 

lain white soap, cotton and sterile water may be used in cleansing 
after foreign matter is removed with sterile forceps and scissors. 

Two types of local therapy recommended are the pressure dressing 
method and the tannic-acid and silver nitrate escharotic method. In 
the former, fine mesh gauze impregnated with sterile boric acid oint- 
ment, petrolatum, lanolin, 5 per cent sulfathiazole jelly, or 3 per cent 
xeroform in petrolatum is applied to the surface and covered with the 
desired bandage. ‘The escharotic method is used in extensive second- 
degree burns of the trunk but not on the hands, face, feet, perineum 
and genitalia 

Granulating areas, which always occur with third-degree burns, 
should be rapidly cleaned up for skin grafting. ‘This may be ac- 
celerated by dusting with sulfanilamide crystals and application of com- 
presses. Although not routinely used, sulfadiazine may be given orally 
in severe burns, | gram every 6 hours, day and night for 10 days, but 
it is dangerous to give sulfonamide to any patient not voiding over 
1,000 cc. daily. 


[The admonition against the use of whole blood during the early stages of 
burns is not agreed to by all recent authors. It is recognized by many that even 
in the presence of hemoconcentration, at least one pint of whole blood should 
be given for every liter or two of plasma administered. The use of sulfanilamide 
crystals on burn granulations may lead to dangerous absorption. Hooker and 
Lam: Surgery 9:514-37, April 1941, reported dangerous blood levels with delir- 
ium in such instances.—Eb. ] 


TREATMENT OF BURNS AND WOUNDS WITH SKIN LOSS 
BY THE ENVELOPE METHOD 


R. P. OsBorNE 


From the Plastic Surgery and Jaw Injury Service, Stoke Mandeville Hospital, Aylesbury, England 
Brit. J. Surg., 32:24-32, July 1944 


Envelope therapy provides a simple but reliable method of treat- 
ing burns and wounds with full-thickness skin loss. In the majority of 
the author’s cases, the patients were presented some time after the origi- 
nal injury. Experience leads him to believe that, if this therapy had 
been promptly instituted, much time and pain would have been saved 
and damage caused by infection prevented. ‘This method appears to be 
an ideal way of eliminating the hemolytic streptococcus and reducing 
risk of cross-infection to a minimum. 

The technique of sterilizing Stannard envelopes is fully described 
as is the method of using the env elope. Methods of combining skin- 
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grafting with envelope therapy are explained in full detail. Several 
case histories are given showing the value of the method in recent and 
old burns and wounds with skin loss. 6 references. 


‘THE CHEMICAL ASPECTS OF BURN TREATMENT 
OLIVER Copr 


Boston, Mass. 


From the Surgical Research Laboratories of the Harvard Medical School and the 
Surgical Services at the Massachussetts General Hospital 


J.A.M.A., 125:536-43, June 24, 1944 


The author describes the nature of a burn wound including the 
resulting necrosis, pain, increased blood flow, increased capillary per- 
meability and the general consequences of the local changes. Among 
these may be mentioned shock, infection, late resorption of edema fluid 
and elimination of abnormal protein. The ideal chemical treatment 
of burn shock would be prevention of shock by some agent that would 
remedy the abnormal capillary permeability. No chemical agent is 
known which will do this. Plasma loss can be reduced by application 
of cold and pressure but both have their limitations. The application 
of cold for a burn of a single extremity should be resorted to when 
other measures for the relief of shock are not available. Pressure dress- 
ings must be applied with graded pressure, with greatest pressure at 
the most distal portion. A constricting band proximally will result in 
occlusion of blood flow as edema develops, and gangrene will result. 
The best solution to be used for replacement of lost plasma volume 1s 
made by diluting human plasma with an equal volume of isotonic solu- 
tion of sodium chloride and adding sufficient albumin concentrate to 
raise the protein content to 4.0 Gm. per 100 cc. In estimation of the 
volume of plasma to be replaced calculate in terms of undiluted plasma. 
Ihe surface area formula developed by Berkow and applied to burn 
plasma dosage by Harkins is logical. For each 10 per cent of the body 
surface burned, 500 cc., or 2 units of plasma, should be given over the 
first 24 hours. In the second 24 hours approximately half of this 
amount will be required. When the patient is seen within the first 
half hour after the burn there will be little hemoconcentration to com- 
bat, and two-thirds of the plasma should be injected in the first 12 hours 
and the remainder in the second 12 hours When shock is imminent 
and hemoconcentration advanced, the plasma must be injected rapidly 
until hemoconcentration is virtually relieved. For each per cent that 
the hematocrit is above normal of 45, 50 cc. of plasma should be ad- 
ministered. Repeated hematocrit readings should be made in order 
to judge the success of the plasma therapy. All figures noted are for 
an adult of average size and should be adjusted for children or small 
or large adults. Besides the calculated amount of plasma, saline solu- 
tion should be given to complete replenishment of the plasma volume. 
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water for kidney function and food for metabolism. ‘The volume of 
saline solution required is equal to that of the plasma injected intra- 
venously and is given subcutaneously. 1,500 cc. should be given in 
the first 24 hours and 1,000 in the second 24 hours. During the period 
of resorption of edema fluid, water should be given moderately and 
cautiously. 

If plasma is not available, plasma substitutes may be used. Whole 
blood or albumin concentrate may be used. ‘The combination of whole 
blood and albumin concentrate in equal volumes of plasma equivalent 
is better than either alone. Fifty cc. of the 25 per cent solution of 
albumin diluted to 250 cc. with isotonic solution of sodium chloride is 
the osmotic or plasma equivalent of 500 cc. of whole blood. With the 
blood and albumin solution, an equal volume of saline solution should 
be given by mouth. ‘The non-colloid solutions, water, salt and dex- 
trose in large volumes have made possible the survival of many severely 
burned patients. If no colloid solution is available any one or a com- 
bination of non-colloid solutions should be given freely. ‘The defect of 
salt dilution from treating with water is remedied by giving salt solu- 
tion. Dextrose should be added to the saline solution or water. The 
effects of sodium lactate in isotonic solution are described. This solu- 
tion should effectively combat the acidosis of late shock and promote 
excretion of hemoglobin by the kidney. Solutions of three non-biologic 
colloids, acacia, pectin and gelatin have been introduced as plasma 
substitutes for the treatment of burn shock. The pectin and gelatin 
solutions await adequate clinical trial. Attempts to correct the ab- 
normal metabolism induced by shock include administration of solu- 
tions containing the sodium ion for immediate relief of acidosis. Fluid 
is needed for kidney function, and may be supplied in the form of 
dextrose intravenously. Also vitamin B, in particular, thiamine, should 
be given in shock to aid the carbohydrate metabolism of the cells. 

Sulfadiazine is the drug of choice to combat infection and is given 
intravenously in doses of 25 Gm. of the sodium salt and subsequent 
doses to maintain a blood level of 6 to 12 mg. Possibly penicillin will 
be found to be.even more efficient. Dyes at bacteriostatic concentra- 
tions are injurious to the tissues. Specific immune therapy may be in- 
dicated for tetanus and streptococcus infections. Repeated whole blood 
transfusions are needed in severely burned patients with infected 
wounds. A high protein diet and iron may be indicated. The parenteral 
administration of amino acids is economical but probably not as effi- 
cient as blood transfusions 26 references. 2 figures. 

[The original formula. for plasma dosage based on the hematocrit should 


be 100 cc.—not 50 cc.—of plasma for every point the hematrocrit exceeds the 
normal of 45.—Eb. | 
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burns by an occlusive cellophane dressing medicated by sulfanilamide oint- 
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without removing the cellophane. Results were satisfactory in the small 
series of cases treated.) 
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June 1944. (Features a discussion of several factors in the local treatment of 
burns with support given pressure dressings and chemotherapy, especially 
sulfadiazine.) 

The Oxygen Consumption of Normal Rat Liver and Diaphragm Muscle in 
Lymph Taken from Dogs before and after Severe Burns. J. Muus, E. Garden- 
bergh and C. E. Drinker, Boston, Mass. Am. J. Physiol., 142:284-9, Sept. 1 
1944. (A technic whereby it is possible to collect 10 to 15 cc. normal lymph 
from the hind legs of dogs without the use of an anticoagulant, is described.) 

An Unusual Case of Burn. J. E. O’Loghlen. Lancet, 2:164, July 29, 1944. 
(A case is presented with a 60-year-old woman suffering from second degree 
burns of the upper lip and both nostrils following lighting of a cigarette in 
the presence of flatulence. Operation proved the existence of pyloric stenosis 
from a duodenal ulcer.) 

Burns in Warfare. Norman J]. Logie (Lt. Col., R.A.M.C.). Lancet, 2:138- 
40, July 29, 1944. (In this paper the conclusion is reached that more con- 
centration should be placed on resuscitation and evacuation than upon local 
treatment, with avoidance of operation and application of pressure dressings 

in the forward area.) 
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52. Shock 


SHOCK: A CONSIDERATION OF ITS NATURE 
AND TREATMENT 
J. E. Dunpny (Major, M.C., A.U:S.) 
Brit. J. Surg., 32:66-74, July 1944 


Shock is defined as ‘‘a state of actual, or impending, peripheral cir- 
culatory failure due to a reduction of the effective blood-volume which 
is not primarily cardiac in origin.” ‘Three types of shock are dis- 
tinguished: neurogenic shock, which is characterized by widespread 

vasodilatation without primary capillary injury; vasogenic shock, which 

results from direct injury to the walls of the capillaries; and hemato- 
genic shock which results from a primary loss of fluid from the circula- 
tion. Decompensated shock results from a prolonged reduction of the 
effective blood volume, whatever the cause of the primary shock. The 
various types of shock may “‘lead one to another and eventually to de- 
compensated shock,” and also more than one type may be present 1n1- 
tially in the same patient. Hemorrhage is one of the factors that in- 
duces hematogenic shock; but there are important differences between 
the shock induced by hemorrhage and that induced by loss of plasma 
such as occurs in severe burns. When the reduction of “the effective 
blood volume” is due to loss of plasma, hemoconcentration and hypo- 
proteinemia occur in the early stage of shock. When the reduction in 
blood volume is due to loss of whole blood (hemorrhage), there is a 
tendency to hemodilution, rather than hemoconcentration, especially 
if fluid (rather than whole blood) is given to replace the loss of blood. 
When whole blood and additional plasma are lost simultaneously, as 
in a crushing injury, there is an initial tendency to hemoconcentration, 
followed by hemodilution if fluid is given. The blood pressure is not 
necessarily low in hematogenic shock, as a compensatory vasoconstric- 
tion may restore the blood pressure to normal or even above normal, 
as the loss of blood or plasma continues. In the diagnosis of shock, the 
entire clinical picture must be considered; determinations of the hema- 
tocrit, especially repeated determinations, are of value in evaluating 
the state of the circulation. 

In the treatment of shock, the so-called “shock position” is of value 
in neurogenic shock and in the early stage of hematogenic shock until 
the blood volume is restored by adequate replacement therapy. In 
these cases, the patient’s head should be only “very slightly” below the 
horizontal. It is now recognized that the application of heat is not in- 
dicated in hematogenic shock; on the other hand, the author considers 
that there is “‘no sound basis” for the use of cold in such cases. Normal 
body temperature should be maintained, and the patient protected 
from exposure. ‘The main factor in the treatment of hematogenic shock 
is the restoration of the blood volume; blood loss should be replaced 
with blood and plasma with plasma. In military surgery, most cases of 
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shock are due to or complicated by hemorrhage, i.e., loss of whole 
blood. Plasma infusions may be given initially in such cases, but if 
more than 1,000 cc. of plasma is required to bring about or maintain a 
response, 500 cc. of whole blood should be given. If there is continued 
bleeding, “essential surgery” should not be delayed, but the replace- 
ment therapy with whole blood in addition to plasma should be con- 
tinued. In estimating the amount of plasma to be given in severe shock 
due to burns, the author has found the “first-aid formula’ given by 
Harkins (1941) to be especially useful—1 pint of plasma for each 10 
per cent of body area burned. If the hemoglobin or hematocrit esti- 
mation is made, Black’s formula based on hemoglobin, or Harkins’ 
hematocrit formula may be used. ‘The actual response of the patient 
to treatment should always be considered; in treating young patients 
without cardiovascular disease for hematogenic shock, “it is better to 
err on the side of too much rather than too little.” Without ade- 
quate replacement therapy with plasma or blood or both, the author 
considers that all other forms of therapy are of little value. Also he is 
of the opinion that no satisfactory substitute for whole blood and 
plasma has been found for replacement therapy. 


CLINICAL USE OF PRODUCTS OF HUMAN PLASMA 
FRACTIONATION. I. ALBUMIN IN SHOCK AND 
HYPO-PROTEINEMIA; Il. GAMMA GLOBULIN 
IN MEASLES 


C. A. JANEWAY 
Boston, Mass. 
].A.M.A. 126:674-80, Nov. 11, 1944 


Use of albumin in shock due to hemorrhage, trauma, or burns re- 
sults in increased blood volume, hemodilution and clinical improve- 
ment. It can be administered very rapidly without reaction, and mav 
be used to correct hypo-proteinemia by giving large amounts. 

Injection of y-globulin anti-bodies on the fifth day after exposure 
to measles, 0.1 to 0.075 cc. per pound body weight, will protect most in- 
dividuals, while a dose of 0.025 to 0.02 cc. per pound will result in a 
milder form of measles. Complications resulted in 3 out of 400 cases 
of measles in immunized children, but occurred only in those in whom 
globulin failed to modify the disease. 

REFERENCES TO CURRENT ARTICLES 
Intravenous Injections by the Drip Method in the Treatment of Shock. A. F. 
Lepukaln (First Moscow Medical Institute, Moscow, U.S.S.R.). Am. Rev. 
Soviet Med., 1:447-49, June 1944. (Reviews the development of this method 
and experimental studies at the Institute.) 
Terminal Hemorrhagic Shock. K. G. Kohlstaedt and I. H. Page, Indianapolis, 


Ind. Surgery, 16:430-65, Sept. 1944. (A very comprehensive study on the cit- 
culation of anesthetized dogs was made before and after prolonged hemor- 
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rhage hypotension by records of stroke volume and cardiac size with the 
closed chest type of cardiometer of intrathoracic venous pressure, circulation 
time, arterial pressure and respiration.) 

A Clinical View of Shock. V. Z. Cope, London, England. Brit. M. J., 2:35-6, 
July 8, 1944. (The author concludes from a study of shock that there are 
several mechanisms which may result in failure of the peripheral circulation 
and this failure may be indicated by several differing clinical pictures.) 


Omental Circulation in Morphinized Dogs Subjected to Graded Hemorrhage. 
B. W. Zweifach, R. E. Lee, Chester. Hyman, and Robt. Chambers, New York, 
N. Y. Ann. Surg., 120:232-50, Aug. 1944. (From the authors’ observations 
on the peripheral circulation of the omentum, a significant finding was the 
development of irreversibility to infusion associated with a hyporeactive state 
of the functional aspects of the capillaries.) 


Treatment of Shock with Azoman (Shockbehandling med Azoman). J. Sachs. 
Ugeskr. for Laeger, 105:975-80, Sept. 23, 1943. 


53. Iransfusions 


VENOUS SPASM PREVENTING BLOOD ‘TRANSFUSION 
J. G. HumsBie and G. BELYAVIN 


Westminster Hospital, London, England 
Lancet, 2:534-35, Oct. 21, 1944 


In the last 4 years the authors have seen 11 cases in which blood 
or plasma transfusion was indicated, but was rendered difficult or im- 
possible by generalized spasm of the peripheral veins. ‘Transitory 
venous spasm in a single vein is a well recognized condition and is at- 
tributed to local irritation by the needle puncture; but in the cases 
reported the generalized venous spasm was more persistent, lasting until 
death in 3 cases. In 8 of the 11 cases, the venous spasm was mild; it 
occurred after hemorrhage in 5 cases, after extensive burns in 2 cases, 
and after exposure in | case. All 5 patients with hemorrhage sur- 
vived; the 2 patients with extensive burns and the patiént suffering 
from exposure died. In the 3 cases with severe generalized venous 
spasm, it was associated with sepsis in | case, with postoperative collapse 
in 1 case and with pulmonary embolism in | case. All these patients 
died. Six of the 11 patients died. Six of the cases are reported in fur- 
ther detail, including 2 cases with mild venous spasm following hem- 
orrhage, and 4 of the fatal cases. 

The best available remedy in such cases has been found to be either 
infusion into the bone marrow, or into a large vein (jugular or femoral 
vein) under pressure, using a rotameter pump. ‘The latter method was 
used in 3 of the 6 cases reported in detail, including the 2 cases in which 
the patient survived. 

In commenting on this article, John Stallworthy (Lancet, 2:642, 
Nov. 11, 1944) states that in 1939 he drew attention to the fact the 
venous spasm or collapse may cause such difficulty in transfusion that 











QUARTERLY REVIEW OF SURGERY) 


it is necessary to introduce the blood under pressure. Since that time 
in his experience with ‘‘an emergency obstetrical flying-squad service” 
in the Oxford region, he has found this condition to be more frequent 
than is supposed. In at least 10 per cent of the transfusions given by 
the emergency service, pressure was required to give an adequate flow 
of blood. ‘The degree of venous spasm in such cases appears to be re- 
lated to the degree of clinical shock or to the severity of the previous 
hemorrhage. In most of the cases the desired pressure has been obtained 
by the use of a sphygomomanometer bag connected to the air inlet tube 
of the bottle of blood ‘The patient must be under constant supervision 
if this method is used until the pressure is completely released, as there 
is danger of air embolism. 


GELATIN—ITS USEFULNESS AND TOXICITY. BLOOD 
PROTEIN PRODUCTION IMPAIRED BY CONTINUED 
GELATIN BY VEIN 
F. S. RospscHeit-Rossins, L. L. MILter and G. H. Wuipp ui 


From the Department of Pathology, The University of Rochester School of Medicine and 
Dentistry, Rochester, N. Y. 


J. Exper. Med., 80:145-64, August 1944 


Gelatin holds the interest of many investigators at this time be- 
cause it possesses many qualities essential for a plasma protein substi 
tute. In experiments on doubly depleted dogs (anemic and hypo 
proteinemic) intravenous injection of gelatin caused no immediate 
toxic response, no anaphylactoid reactions, and may contribute some 
thing to the building of new hemoglobin and plasma protein. Gelatin 
given by vein during | to 2 weeks (total 3 to 17 gm. per kilo) usually 
causes serious disturbances — inhibition of blood protein production, 
signs of intoxication, much weight loss and even death. The 
tolerance of individual dogs cannot be predicted. Some experiments 
with gelatin by vein for 2 to 3 days given with and followed by amino 
acids or casein digests do show absence of intoxication and ample pro- 
duction of new hemoglobin and plasma protein during weeks following 
injection of gelatin. This may suggest possible usefulness of gelatin 
with amino acids or casein digests in acute emergencies, such as shock 
and hemorrhage. Doubly depleted dogs may serve as sensitive testing 
machines for evaluating plasma substitutes. The disturbance of blood 
protein protection suggests liver impairment. Gelatin by mouth may 
contribute to but cannot alone support the production of new hemo 
globin and plasma protein. The amount of gelatin used intravenously 
in human cases must be carefully watched. 6 references. 10 tables. 
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CONCENTRATED RED CELL TRANSFUSIONS 
Monte L. Binper and ARTHUR KLEIN (Ist Lieut., M.C., A.U.S.) 


Richmond, Va. 
From the Department of Medicine, Medical College of Virginia 
Am. J. M. Sc., 208:95-105, July 1944 


The authors call attention to the use of red cell transfusions, em- 
phasizing the fact that they are as efficacious as whole blood in raising 
the hemoglobin level and that no harmful results are to be expected 
from their administration. In certain instances they possess an ad- 
vantage over whole blood. ‘The preparation of red cells for transfusion 
is described. Concentrated red cell preparations were obtained from 
regular hospital donors, the blood being typed and then stored. The 
CRC were administered in regular Upjohn recipient sets equipped 
with metal screen filters. 30 minutes was the average time required 
to administer each donor unit of CRC. A typical example of the com- 
position of one donor unit of CRC was as follows: 


er PE PRO ae 225 cc. 
Peers ee 21.9 gm./100 ce. 
POOIOONEE. . onee sn b CA eee 71.3 per cent. 


Twenty-five transfusions of one donor unit of CRC were adminis- 
tered to 19 patients, 20 transfusions to 14 patients and 79 transfu- 
sions to 17 patients. Case records are presented of a few typical cases 
including one of post- -hemorrhagic anemia, one of sickle cell anemia, 
one of obscure anemia and one case of vaginal bleeding with severe 
hypochromic anemia. In the series of 124 transfusions there were 11 
reactions, or a total of 8.9 per cent. Nine reactions consisted of chills 
and fever, one was allergic in nature, and one was a hemolytic reaction 
2 days following a transfusion. Five of these 11 reactions occurred in 
two patients. Discounting these two cases, the reaction percentage for 
104 transfusions was 5.8 per cent as compared with 7.8 per cent in the 
first series of 3,000 whole blood transfusions given through the blood 
bank. The reactions which do occur following CRC transfusions are 
usually milder than those following the use of whole blood. 

By using CRC transfusions more hemoglobin can be supplied in 
the same volume, of transfused fluid. This reduces the number of pro- 
cedures and the time necessary to raise the hemoglobin level. ‘The 
CRC transfusions could be of definite value in relieving anemia in 
patients with a reduced cardiac reserve by reducing the chances of 
cardiac failure and pulmonary edema. Theoretically they should also 
be of use in patients who have recently bled, with danger of dislodg- 
ment of a newly formed clot if the blood volume is too suddenly or 
greatly increased with quantities of whole blood. If CRC were used 
for the many cases in which they are indicated, an additional amount of 
plasma would be available for other important uses. 

CRC transfusions should not be used in cases of acute blood loss 
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until the blood volume has returned to normal, and the only deficit 
is hemoglobin. ‘Their use is contraindicated in shock, burns, and when 
the plasma proteins are below normal. Good results from CRC trans. 
fusions have also been obtained in certain blood dyscrasias associated 
with hemorrhage including a case of monocytic leukemia. 16 refer- 
ences. 3 tables. 


REFERENCES TO CURRENT ARTICLES 
A Study of the Termal Stability of Human Serum Albumin. G. Scatchard, §. T, 
Gibson, L. M. Woodruff, A. C. Batchelder and A. Brown. J. Clin. Investiga- 
tion, 23:445-53, July 1944. (Many of the results of these experiments have 
already been reflected in the production of human serum albumin for the 
armed services.) 
The Influence of Non-Polar Anions on the Thermal Stability of Serum Albu- 
min. G. A. Ballou, P. D. Boyer, J. M. Luck and F. G. Lum, Stanford Univer- 
sity, Calif. J. Clin. Investigation, 23:454-7, July 1944. (The thermal sta- 
bility of serum albumin in 25 per cent solution has been studied at 50, 57 
and cloud-point temperatures.) 
‘the Osmotic Pressure of Plasma and of Serum Albumin. G. Scatchard, A. C. 
Batchelder and A. Brown, Boston, Mass. J. Clin. Investigation, 23:458-64, 
July 1944. (The osmotic pressures of plasma and serum albumin at 25 
degrees have been measured over ranges of concentration and pH.) 
Concentrated Human Serum Albumin. C. A. Janeway, S. T. Gibson, L. M. 
Woodruff, J]. T. Heyl, O. T. Bailey and L. R. Newhouser, Boston, Mass, ]. 
Clin. Investigation, 23:465-90, July 1944. (Concentrated human serum al- 
bumin was developed to meet the needs of mobile military groups for a com- 
pact, stable, available blood substitute for emergency use, with its use in shock.) 


54. Wounds 
REFERENCES TO CURRENT ARTICLES 

Self-Inflicted Bite. F. Ronchese, Providence, R. I. Am. J. Surg., 46:80-5, Oct. 
1944. (Cases of self-inflicted dental injuries—nail, knuckle, finger, lip and 
cheek biting, are discussed along with methods of prevention and treatment.) 

The Use of Tyrothricin in the Treatment of Ulcers of the Skin. L. M. Rankin, 
Upper Darby, Pa. Am. J. Surg., 45:391-2, Sept. 1944. (Six cases of chronic 
ulcers are reported in which all were treated with tyrothricin (Parke-Davis) 
with excellent results in 5 and unimprovement in one.) 

Ultraviolet Blood Irradiation Therapy (Knott Technic) in Non-Healing 
Wounds. Geo. Miley, Philadelphia, Pa. Am. J. Surgt, 45:368-72, Sept. 
1944. (A plea for further and more extensive application of ultraviolet blood 
irradiation therapy in the treatment of non-healing wounds.) 

Alpha Rays in the Treatment of Wounds. E. M. Uhlmann, Chicago, Ill. Surg, 
Gynec. and Obst., 79:412-8, Oct. 1944. (The use of x-rays in the treatment 
of wounds and why this therapy is successful.) 

Two Cases of Gunshot Wound Resulting from Large Missiles. R. Charles, 
Ipswich, England. Brit. M. J., 2:75, July 15, 1944. (Presenting two cases 
with recovery of war wounds with unusually large foreign bodies taken from 
the abdomen and chest. 

Study of Cicatrization of Wounds; Effect of Oxalic Acid, Oxalates and Sub- 

stances which Precipitate Calcium on Wound Cicatrization (Pesquisas sobre 
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a cicatrizacao des feridas; acao do acido oxalico, dos oxalatos e de substancias 
que precipitam o calcio sobre a cicatrizacao das feridas), L. P. Dugal and H. 
Laugier. Resenha clin. client., S. Paulo, 13:103-15, March 1944. 

Review of the Florey and Cairne Report on the Use of Penicillin in War 
Wounds. J. Neurosurg., 1:201-10, May 1944. 

Debridement—When and How Much: A Comparative Study of Battle Casual- 
ties. Clarence W. Monroe (Lt. Col., M.C., A.U.S.). Bull. U. S. Army M. 
Dept., No. 77:37-41, June 1944 (On the basis of experience in two campaigns 
in the Southern Pacific, the author advocates early debridement of all war 
wounds to prevent infection and bacterial gangrene.) 

Wound Healing, Prevention of Wound Infection and Wound Sterilization under 
Treatment with Dr. Reimer’s Preparations (Wundheilung, Wundinfektions- 
verhiitung, Wundentkeimung bei Behandlung mit den Praparaten Dr. 
Reimer). O. Reimer. Med. Klin., 40:177, Mar. 17, 1944. 

New Experiences in Stimulation Treatment of Wounds (Neue Erfahrungen 
iiber die Sumulationsbehandlung von Wunden). M. Popoff and L. Linkoff. 
Med. Klin., 40:99, Feb. 18, 1944. 

Powdered Erythrocytes for Dressings of Wounds and Ulcers. Thomas H. Seldon, 
John S. Lundy and R. Charles Adams. Surg. Clin. North America, Mayo 
Clinic Number, 814-21, Aug. 1944. 

Progressive Gangrene in an Operative Wound. Donald W. Leonard, Mary 
McClellan Hospital, Cambridge, N. Y. Arch. Surg., 48:457-64, June 1944. 
(Report of a case and review of literature, indicating that this type of pro- 
gressive necrosis of the operative wound is “a clinical entity.” Surgical ex- 
cision of the affected areas is indicated. Local application of sulfonamides 
not effective before excision.) 

Wound Diphtheria (Ueber Wunddiphtherie). L. Loeffler. Arch, f. klin. Chir., 
205:496-514, Mar. 31, 1943-44. 

The Bacteriology of Wound Diptheria (Zur Bakteriologie der Wunddiptherie). 
B. Meding. Arch. f. klin. Chir., 205:515-18, Mar. 31, 1943-44. 

Local Use of Sulfonamides in Wound Treatment (Zur Ortlichen Anwendung 
von Sulfonamiden in der Wund-behandlung). Jorns. Chirurg, 15:537-40, 
Sept. 15, 1943. 

The Use of ‘Tyrothricin in Wounds to Prevent the Development of Gas Gan- 
grene. L. A. Weed and E. Carter. Quart. Bull. Indiana Univ. M. Center, 
5:75-77, Oct. 1943. 

Constituents in Red Blood Cells of Value in Wound Healing. S$. Caspe. Am. 
J. Pharm., 115:461-63, Dec. 1943. 

The Problem of the Crush Syndrome. Canad. Nurse, 40:173, March 1944. 

Postoperative Treatment of Wounds (Tratamiento post-operatorio de las ,heri- 
das). R. Meyer-Wildisen. Dia med., 15:1095-99, Sept. 13, 1943. 

The Treatment of War Wounds at U. S. Naval Base Hospital No. 2. John E. 
Porter (Capt., M.C., U.S.N.). From the Department of Surgery, U. S. Naval 
Base Hospital Number Two. Fleet Post Office, San Francisco. Surg., Gynec. 
and Obst., 78:477-86, May 1944. 

Symposium on Chemotherapy. A Report on the Healing of Wounds as In- 
fluenced by the Use of the Sulfonamides and Cotton Thread Sutures. John 
E. Cannaday, Charleston, W. Va. Ann. Surg., 119:498-508, April 1944. 

Death Following Attack by Shark Carcharodon Carcharias. B. H. Kean (Capt., 
M.C., A.U.S.). J.A.M.A., 125:845-46, July 22, 1944. 

Sulphathiazole-Proflavine Powder in Wounds. J. McIntosh and F. R. Selbie, 

University of London, and R. Vaughan Hudson, T. Parkes, D. H. Patey, H. L. 

McMullen and G. C. L. Pile, Middlesex Hospital, London, England. Lancet, 
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1:591-93, May 6, 1944. (Reports the use of a powder | part proflavine to 10 
parts sulfathiazole in infected and potentially infected wounds. Found to be 
effective in preventing or overcoming infection in amounts that did not injure 
the tissues.) 

“tae te Powder in War Wounds. G. Y. Feggetter (Major, 
R.A.M.C.). Lancet, 1:593-94, May 6, 1944. (Reports the use of sulfathiazole 
rece in fresh and infected wounds of different types, amputations, 
wounds that healed slowly, and burns. Found to be “a valuable therapeutic 
agent” when used with adequate surgical treatment.) 

Definition of Objectives, and the Importance of Controls in Evaluating the 
Local Use of Sulfonamides in Wounds. John S. Lockwood, Univ. of Pennsyl- 
vania School of Medicine, Philadelphia, Pa. Surg., Gynec. and Obst., 79:1-9, 
July 1944. (General discussion: systemic chemother: apy supplementing local 
application adapted to the local pathological conditions is considered “the best 
approach” in prevention and treatment of wound infection, Local sulfonamide 
applications are of most value in “first aid” treatment of contaminated wounds 
and in preparing open granulated wounds for skin grafting; but have not been 
demonstrated to be of value in suppurating wounds or “invasive infection.”) 

Synergistic Mixture of Azochloramid, Urea and Sulfanilamide. Jas. A. Ding- 
wall, New York Hospital, New York, N. Y. Am. J. Surg., 64:323-2 27, June 1944. 
(Investigation of a wound powder containing sulfanilamide, acacibaceai 
urea and buffer showing the preparation had merit in 25 cases of infected 
lesions.) 


55. Military Surgery 


WAR SURGERY IN THE ROYAL AIR FORCE 
STANFORD CASE 


\ir Commodore, R.A.F. 
Brit. J. Surg., 32:12-24, July 1944 


The scheme of surgical treatment, from the time of injury in the 
aircraft to the final disposal and return to duty, has been elucidated in 
this paper. Facilities provided by the Royal Air Force in special sur- 
gical departments exceed those of teaching hospitals in peacetime. 
These facilities and the selection of specialized staffs have contributed 
to the advances made in the treatment of injuries of all kinds. ‘The 
guiding principle is to provide air-crews with the best possible treat- 
ment, particularly in case of injuries resulting from flying and enemy 
action, with the final objective to obtain the maximum oper: ational 
efhiciency in the shortest possible time. 


REFERENCES TO CURRENT ARTICLES 

Types of Internal Injuries of Personnel Involved in Aircraft Accidents. G. M. 
Hass. J. Aviation Med., 15:77, April 1944. 

Ihe Treatment of Air Forces Combat Casualties. William F. MacFie (Lt. Col., 
M.C., U.S.A.). Ann. Surg., 120:1-11, July 1944. 

Military Surgery in the “Middle East.” Arthur E. Porritt (Lt. Col., R.A.M.C.). 
Brit. J. Surg., 31:208-21, Jan. 1944. (Describes types of hospitals, convoys 
for the wounded, types of wounds treated.) 
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Facial and Body Prosthesis in Relation to War Wounds. Carl Dame Clarke 
(Capt., A.U.S.). J. Lab. & Clin. Med., 29:667-72, June 1944. (General dis- 
cussion of the value of modern prosthesis for either temporary or permanent 
use, according to indications in each case. Illustrations show results in 3 
cases. ) 

A Study of Typical Parachute Injuries Occurring in Two Hundred and Fifty 
Thousand Jumps at the Parachute School. C. Donald Lord (Major, M.C., 
A.U.S.) and James W. Coutts (Lt. Col., M.C., A.U.S.). J. Bone and Joint 
Surg., 26:547-57, July 1944. 

Blast Concussion Injury. David Woolfolk Barrow (Lt. Col., M.C., A.U.S.) and 
Harmon JT. Rhoads (Capt., M.C., A.U.S.). J.A.M.A. 125:900-902, July 29, 
1944. 

Recent Advances in War Surgery (Recentes adiantamentos da cirurgia de 
guerra). E. Marques Porto. Rev. med.-cir. do Brasil, 51:459-70, Oct. 1943. 

Cardinal Sins of War Surgery. W. H. Ogilvie (Major Gen., consultant surgeon 
to the British Forces in the Middle East). Bull. U. S. Army M. Dept., No. 
76:35, May 1944. 

War Wounds of the Extremities. Bull. U. S. Army M. Dept., No. 76:61-71, 
May 1944. 

War Surgery in Russia. Medico-military Report on Russia (A cirurgia de 
guerra na Russia; reportagem medico-militar sobre a Russia). R. Elmen. 
Rev. med.-cir. do Brasil, 51:735-42, Dec. 1943. 

Surgical Casualties of Amphibious Warfare. L. Kraeer Ferguson (Capt., M.C., 
U.S.N.R.). U.S. Navy M. Bull., 43:73-79, July 1944. (Report of 3,333 cases 
in the South Pacific treated on board a hospital ship; there were 12 deaths 
in this series, 5 of which were due to gas gangrene. There were 10 cases of 
proved gas gangrene in the series, all resulting from land battles. Five major 
amputations were done on the hospital ship; 47 other amputations had been 
done before the patients were received on the ship, a total of 52 for the series, 
or 1.56 per cent.) 

Fat Embolism in War Surgery. J. V. Wilson and C. V. Salisbury (Majors in 
R.A.M.C). Brit. J. Surg., 31:384-92, April 1944. (In a series of 1,000 battle 
casualties admitted to British hospitals served by the authors were 8 cases 
of clinical fat embolism of which 6 cases proved fatal. Full case records 
submitted.) 

War Surgery of the Extremities in the Light of Recent Experience. J. Trueta, 
Radcliffe Infirmary, Oxford, England. Lancet, 1:651-53, May 20, 1944. (Dis- 
cusses methods of surgical “excision” or “trimming” of the wound, drainage, 
and immobilization in plaster. A sulfonamide powder or penicillin “if avail- 
able” should be applied at the time of operation.) 


Navy War Surgery. C. G. McCormack (Capt., M.C., U.S.N.). Bull. Am. Coll. 
Surgeons, 29:151-3, June 1944. (For the year 1943, the Navy and Marine 
Corps death rate was 0.3 per cent of the entire personnel, as against a peace- 
time death rate of 1.79 per cent; with a mortality of 3 per cent among wound- 
ed Navy and Marine personnel, as against 7 per cent during the First World 
War—due to plasma, sulfa and speedy treatment.) 

Navy War Surgery. J. H. Robbins (Capt., M.C., U.S.A.). Bull. Am. Coll. Sur- 
geons, 29:128-30, June 1944. (General procedure followed at a base hospital 
for treating burns, wounds and fractures.) 

War Wounds of the Extremities. B. N. Carter and M. E. De Bakey (Capt., 
M.C., A.U.S.). Bull, Am. Coll. Surgeons, 29:117-21, June 1944. (Wounds 
of the extremities constitute 65 to 70 per cent of all wounds in the combat 
area. ) 
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Experiences in a Theatre of Operations. E. C. Kenney (Comdr., M..C., U.S.N.). 
Bull. Am. Coll. Surgeons, 29:110-16, June 1944. (The author tells his ex peri- 
ences with casualties aboard a naval transport.) 

Experiences in a Theatre of Operations. C. G. McCormack (Capt., M.C., 
U.S.N.). Bull. Am. Coll. Surgeons, 29:107-10, June 1944. (Surgical exper- 
iences of the author with an Evacuation Transport operating in the south 
Pacific.) 

Experiences in a Theatre of Operations. J. H. Robbins (Capt., M.C., U.S.N,). 
Bull. Am. Coll. Surgeons, 29:106-7, June 1944. (Experiences with the first 
Mobile Hospital Unit sent to the S. Pacific area.) 

Experiences in a Theatre of Operations. J. M. Schnoele (Capt., M.C., U.S.N, 
R.). Bull. Am. Coll. Surgeons, 29:104-5, June 1944. (Recital of experiences 
with the first Naval Advance Base Hospital sent to the South Pacific.) 

Experiences in a Theatre of Operations. L. K. Ferguson (Capt., M.C., U.S.N, 
R.). Bull. Am. Coll. Surgeons, 29:100-3, June 1944. (Experience aboard an 
hospital ship in the South Pacific with types of wounds encountered and mode 
of treatment.) 

Experiences in a Theatre of Operations. C. L. Compere (Major, M.C., A.U.S.). 
Bull. Am. Coll. Surgeons, 29:99, June 1944. (Further experiences are given 
of a surgeon in the Southwestern Pacific area.) 

Experiences of an Army Medical Officer in India. Thos. Fitz Hugh (Lt. Col., 
M.C., A.U.S.). Bull. Am. Coll. Surgeons, 29:95-9, June 1944. (An army 
officer recites his surgical experiences in British India.) 

Experiences in a Theatre of Operations. B. M. Bosworth (Major, M.C., A.U.S.). 
Bull. Am. Coll. Surgeons, 29:88-93, June 1944. (The author's experiences 
in the North African and Sicilian campaigns are discussed.) 


56. Experimental Surgery 


See Index for Related Articles 


57. Miscellaneous 


REFERENCES TO CURRENT ARTICLES 


Treatment of Some Minor Surgical Conditions (Tratamiento de algunas con- 
diciones de cirugia menor). R. W. Runyan. Bol. Asoc. med. nac., Panama, 
5: No. 15:29-31, March 1943-44. 

Pain in Surgery (El dolor en cirugia). A. Fehr. Dia med., 16: 154-58, Feb. 21, 
1944. 

The Anglo-American Canadian Surgical Mission to Russia, July 1943. Gordon 
Gordon-Taylor (Temporary Surgeon Rear Admiral, R.N.). . Brit. J. Surg., 
31:205-7, Jan. 1944. (A personal account of the mission to Russia with special 
attention to the work of Yudin.) 

Meeting of the German Surgical Society in Dresden (Tagung der Deutschen 
Gesellschaft fiir Chirurgie in Dresden). A. Lepp. Deutsche Aerztebl. 
73:273-75, 1943. 

Surgical Clinic (Clinical cirurgica). A. Amaral. Rev. med.-cir., do Brasil, 

51:719-33, Dec. 1943. 
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The Place of Glasgow in the History of Orthopaedic Surgery. A. K. Bowman, 
Glasgow, Scotland. J. Bone & Joint Surg., 26:495-502. July 1944. 

Corhparative Values of Various Methods of Resuscitation. Samuel A. Thomp- 
son, New York, N. Y. From the Laboratories of Surgical Research and the 
Thoracic Surgical Service of the New York Medical College, Flower and 
Fifth Avenue Hospitals, New York, N. Y. Ann. Surg., 120:94-98, July 1944. 

The Construction and Use of a Bedside Ergograph. Co Tui, I Barcham, J. H. 
Mulholland, Meyer J. Kutisker, and Arthur Mullin Wright, New York, N. Y. 
From the Laboratory of Experimental Surgery and the Department of Surgery, 
New York University College of Medicine, and the New York University 
Surgical Division of Bellevue Hospital. Ann. Surg., 120:123-28, July 1944. 

Actual Responsibility of the Surgeon (Responsibilidad actual del cirujano). 
J. M. Jorge. An. Fac. de med. de Montevideo, 28:607-17, 1943. 

Annual Report; Department of Surgery, Harper Hospital. A. D. McAlpine. 
Harper Hosp. Bull., Detroit, 2:21-23, April 1944. 

Visualization of the Lymphatics in Surgery (Visibilizacae linfatica em clinica 
cirurgica). Assad Mameri Abdenur. Hospital, Rio de Janeiro, 24:555-70, 
Oct. 1943. 

The Progress of Surgery. Oscar Ivanissevich, Buenos Aires, Argentina. Cali- 
fornia .M. & S. J., 60:93-94, March 1944. (Progress in surgery consists of 
technical improvements. ‘There is no extraordinary progress in biologic and 
chemical therapeutics. Surgery deals with symptoms, not causes. Surgery 
of the past, present and future is briefly discussed. “In the near future we 
must devote ourselves to study the transplantation of tissues and organs 
scientifically.” Plastic surgery is only beginning as a specialty.) 

War and Post-War Plans for Graduate Training in Surgery. M. T. MacEachern, 
Chicago, Ill. Bull. Am. Coll. Surgeons, 29:206-9, June 1944. 

Mikulicz’ Syndrome: Report of a Case with Associated Pulmonary and Gastric 
Lesions. Proc. Mayo Clinic, 19:425-31, Aug. 23, 1944. (A case is presented 
with unusual associated findings in the stomach and lungs which responded 
well to roentgen therapy.) 








ABDOMEN 
tumors: 
neoplasm of the anterior abdominal wall, 
with special consideration of desmoid 
tumors, experience with 391 cases and a 
collective review of the literature, 273 


ACOUSTIC NERVE 
symptomatology of 
special 
239 
ALBUMIN 
clinical use of products of human plasma 
fractionation, albumin in shock and 
hypo-proteinemia, 334 


ALLERGY 
role of allergy in delayed healing and in 
disruption of wounds, 220 


ANESTHESIA 

intratracheal: 

-mediastinal and subcutaneous emphysema 
following intratracheal insufflation, re 
port of a case, 210 

premedication: 

—demerol in surgery and obstetrics, 209 

spinal: 

continuous spinal anesthesia, observations 
on 1,000 cases, 211 


ANEURYSM 
treatment of traumatic aneurysms and a) 
teriovenous fistulas, 300 
aortic: 
—ligation of the aorta and 
iliacs for aneurysm, 301 
ANKLE JOINT 
fractures: 
fractures of the 
AORTA 
aneurysm: 
ligation of the aorta and 
iliacs for aneurysm, 301 


ARTERIES 


embolic 


with 
features, 


acoustic tumors 
reference to atypical 


both common 


ankle, 316 


both common 


occlusion of major arteries, 299 


ARTERIOVENOUS FISTULA 
treatment oft traumatic aneurysms and 
arteriovenous fistula, 300 


BLADDER 
management of traumatic rupture of the 
urethra and bladder complicating frac 
ture of the pelvis, 311 


BLOOD TRANSFUSION—See also Red Cells 
venous spasm preventing blood trans 
tusion a35 
BRAIN 


injuries: 

experimental head injury with special refer 

ence to certain chemical factors in acut 
trauma, 233 


References to Current Articles are not included in this index; they will 


SUBJECT INDEX 


BREAST—See also Mastitis 
cancer: 
—operability versus curability of cancer of 
the breast, 269 
BRONCHIECTASIS 
—dissection lobectomy for 


moO 


view of 100 cases, 252 


BRUCELLOSIS 
-orthopedic aspects of brucellosis, 305 
BUERGER’S DISEASE—See 
Obliterans. 
BURNS 
—burns, 328 
treatment: 
chemical aspects of burn treatment, 330 
-treatment of burns and wounds with skin 
loss by the envelope method, 329 


bronchiectasis, re 


Thromboangiitis 


CANCER-—See also under names of organs and 
tissues. ; 
luminescence of carcinogenic compounds, 
231 
CATGUT 
—role of allergy in delayed healing and in 
disruption of wounds, 220 


CHOLECYSTITIS 
—origin of cholecystitis, 282 


COTTON 
—cotton surgical suture material, 219 


COXITIS—See Hip Joint 


DEMEROL 
demerol in surgery 


DESMOID TUMORS 
neoplasms of the anterior abdominal wall, 
with special consideration of desmoid 
tumors, experience with 391 cases and 
a collective review of the literature, 273 


DUCTUS ARTERIOSUS 
patent: 
effect of ligation on infection of the patent 
ductus arteriosus, 258 


ELBOW JOINT 
fractures: 
fractures about the elbow in children, 316 
EMBOLISM 
arterial: 
embolic occlusion of major 
pulmonary: 
massive pulmonary embolism, 215 
iL MPHYSEMA 
mediastinal and subcutaneous emphysema 
following intratracheal insufflation, re 
port of a case, 210 
EMPYEMA 
empyema of the lung, a review of the 
literature and an analysis of one hun 
dred sixty-nine cases, 250 


and obstetrics, 209 


arteries, 299 


ve found listed 


under the appropriate classification, as outlined on page ii. 
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ESOPHAGUS 

cancer: 

—causes of mortality following radical re- 
section of the esophagus for carcinoma, 
263 

surgery: 

—surgical reconstruction of 80 cases of 
artificial esophagus, 265 

tumors: 

—surgical treatment and clinical manifesta- 
tions of benign tumors of the esophagus 
with report of seven cases, 259 


FRACTURES—See also Pelvis, fractures, and 
under names of individual bones and 
joints. 

—fatigue-stress fractures, diverse anatomic 
localization and similarity to malignant 
lesions, 314 

—studies on fracture convalescence, nitrogen 
metabolisms after fracture and skeletal 
operations in healthy males, 318 

march: 

—march fracture, a report of three hundred 
and seven cases and a new method of 
treatment, 307 

—march fracture, a statistical study of forty- 
seven patients, 307 

FRONTAL BONF 

—reconstruction after radical operation for 
osteomyelitis of the frontal bone, 244 

GALLBLADDER 

diseases—See Cholecystitis. 

GASTROINTESTINAL TRACT 

tumors: 

—relationship between the lymphoblastic 
tumor and the digestive tract, 271 


GAUZE 
—hemostasis with absorbable gauze, 218 


GELATIN 
—gelatin, its usefulness and toxicity, blood 
protein production impaired by con- 
tinued gelatin by vein, 336 


HEAD 


injuries—See Brain, injuries. 


HEMORRHAGE 


—hemostasis with absorbable gauze, 218 
HEMOSTASIS—See Hemorrhage. 
HERNIAS 


—recurrent hernia, an investigation of the 
causes of recurrence and the applica- 
tion of the principles of the treatment 
of the primary lesion, 275 


HIP JOINT 
—pyogenic coxitis, indications for surgical 
treatment in residual and chronic stages 
and end-results of reconstruction in 43 
patients, $24 
fractures: 
—treatment of ununited fractures of the hip, 
318 
HYPOPROTEINEMIA 
—clinical use of products of human plasma 


fractionation, albumin in shock and 
hypo-proteinemia, 334 


SUBJECT INDEX 





HYSTERECTOMY 


—vaginal hysterectomy, an evaluation of the 
Gellhorn-Emmert modification of the 
Dickinson technique in 600 cases, 297 


ILIAC ARTERIES 


—ligation of the aorta and both common 
iliacs for aneurysm, 301 


INFECTIONS—See also Tetanus. 


surgical: 

—recent experiences with penicillin in the 
treatment of surgical infections, 223 

—treatment of special infections, 228 

—use of penicillin in surgical infections, 223 


INHALATION THERAPY—See Oxygen. 


INTESTINES 
obstruction: 
—mortality of acute obstruction of the small 
intestine, 281 


JAWS 

cancer: 

—recent advances in the treatment of car- 
cinoma of the mouth and jaws, 242 

KIDNEYS 

abnormalities: 

—clinical significance of congenital anomalies 
of the kidney and ureter, 296 

calculus: 

—nephrolithotomy for recurrent branching 
calculi, 292 

KNEE JOINT—See also Patella. 

—degenerative calcification in articular car- 
tilage of the knee, differentiation from 
calcification of the meniscus, 323 

injuries: 

—gunshot wounds of the knee joint, 326 

LEG 
—herniation of muscles of the lower leg, 306 
LIVER 

—restoration and pathologic reactions of the 

liver, 284 
LOBECTOMY 

—dissection lobectomy for bronchiectasis, re- 

view of 100 cases, 252 
LUNGS 

—cavernous hemangioma of the lung (arte- 
riovenous fistula), report of a case with 
successful treatment by pneumonec- 
tomy, 253 

cancer: 

—miniature scar-carcinoma of the lung and 
“upper sulcus tumour” of Pancoast, 251 

—treatment of caricinoma of the lung, sym- 
posium, 254 

postoperative complications: 

—analysis of the pulmonary complications 
occurring after 579 consecutive opera- 
tions, 213 

Surgery—See Lobectomy; Pneumonectomy. 


LYMPHOBLASTIC TUMORS 
—relationship between the lymphoblastic 
tumor and the digestive tract, 271 


MASTITIS 
—chronic cystic mastitis with particular ref- 
erence to classification. 270 











MENISCUS 
—degenerative calcification in articular car- 
tilage of the knee, differentiation from 
calcification of the meniscus, 325 


MOUTH 
cancer: 
—oral cancer in Bombay, India; a review of 
1,000 consecutive cases, 243 
—recent advances in the treatment of car- 
cinoma of the mouth and jaws, 242 
MUSCLES 
herniation: 
—herniation of muscles of the lower leg, 306 


MYASTHENIA GRAVIS 
thymectomy in the treatment of myas 
thenia gravis, report of twenty cases, 


on? 


mi 


NERVES 
—technology of nerve regeneration; a_re- 
view, sutureless tubulation and related 
methods of nerve repair, 236 
injpuries: 
autologous plasma clot suture of nerves, 
its use in clinical surgery, 240 
-early diagnosis of peripheral nerve in- 
juries in battle casualties, 241 
NITROGEN METABOLISM 
-studies on fracture convalescence, nitrogen 
metabolism after fracture and_ skeletal 
operations in healthy males, 318 
OSTEOMYELITIS 
—reconstruction after radical operation for 
osteomyelitis of the frontal bone, 244 
OXYGEN 
—inhalation therapy at the Rhode Island 
Hospital, a ten year progress note, 210 


PANCREAS 
diseases—See Pancreatitis. 
surgery: 


—implantation of the pancreatic duct into 
the gastrointestinal tract, experimental 
clinical study, 286 


PANCREATITIS 
—acute pancreatitis with special reference to 
x-ray diagnosis, 291 


PATELLA 
fractures: 
-total and partial patellectomy; an experi 
mental study, 313 


PELVIS 
fractures: 
-injuries of the urinary tract complicating 
fractures of the pelvis, 311 
—management of traumatic rupture of the 
urethra and bladder complicating frac 
ture of the pelvis, 311 


PENICILLIN 
—penicillin in battle casualties, 225 
-recent experiences with penicillin in the 
treatment of surgical infections, 223 
—use of penicillin in surgical infections, 223 


PENIS 


injuries: 
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—traumatic avulsion of the skin of the penis 
and scrotum, 295 


PERICARDITIS 
—acute pericarditis due to Streptococcus 
viridans, 258 
PERITENDINITIS 
—peritendinitis calcarea, roentgen treatment, 
305 


PLASMA 
—clinical use of products of human plasma 
fractionation, albumin in shock and 
hypo-proteinemia, gamma _ globulin in 
measles, 334 


PLASMA CLOT SUTURE 

—autologous plasma clot suture of nerves, 
its use in clinical surgery, 240 

—“suture” of wounds by plasma-thrombin 
adhesions, 217 

PNEUMONECTOMY 

—cavernous hemangioma of the lung (arte- 
riovenous fistula), report of a case with 
successful treatment by pneumonectomy, 
253 

POSTOPERATIVE COMPLICATIONS — See 
also Embolism. 

-analysis of the pulmonary complications 
occurring after 579 consecutive opera- 
tions, 213 

POSTOPERATIVE THERAPY 
—inhalation therapy at the Rhode Island 
Hospital, a ten year progress note, 215 
PROSTATE 
Surgery—See Prostatectomy. 
PROSTATECTOMY 

—subtotal perineal prostatectomy, presenta- 

tion of a new technique, 293 


PROTEINS—See Albumin; Gelatin. 
RED CELLS 


—concentrated red cell transfusions, 337 
SCAPHOID 


fractures: 

—fracture of the carpal scaphoid, 308 

—fractures of the carpal navicular, 314 

—fractures of the carpal scaphoid in the 
Canadian Army, a review and commen- 
tary, 309 

SCROTUM 

injuries: 

-traumatic avulsion of the skin of the penis 
and scrotum, 295 


SHOCK 

—shock, a consideration of its nature and 
treatment, 333 

treatment: 

—clinical use of products of human plasma 
fractionation, albumin in shock and 
hypo-proteinemia, 334 

STOMACH 

cancer: 

—further observations on carcinoma of the 
stomach in a large general hospital, 277 

STREPTOCOCCUS 
—acute pericarditis due to Streptococcus 
viridans, 258 
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SUTURES 
—autologous plasma clot suture of nerves, 
its use in clinical surgery, 240 
—cotton surgical suture material, 219 
—“suture” of wounds by plasma-thrombin 
adhesions, 217 


SYMPATHECTOMY 
—value of sympathectomy in the treatment 
of Buerger’s disease, 302 
TENDONS—See Peritendinitis. 
TETANUS 
—clinical and epidemiological study of 
tetanus in Puerto Rico, a study of one 
hundred cases seen at the Arecibo 
Charity District Hospital in a two and 
one-half year period, 226 
PrHROMBIN—See Plasma Clot Suture. 
THROMBOANGIITIS OBLITERANS 


—value of sympathectomy in the treatment 
of Buerger’s disease, 302 
PHYMECTOMY 
—thymectomy in the treatment of myas- 
thenia gravis, report of twenty cases, 257 
THYMUS 


Surgery—See Thymectomy. 


TUMORS 
—determining influence of tar, benzpyrene 
and methylcholanthrene on the char- 
acter of the benign tumors induced 
therewith in rabbit skin, 230 


PYROTHRICIN 

—use of tyrothricin in the treatment of 
ulcers of the extremities due to peri- 
pheral vascular disease, 227 

ULCERS 

—use of tyrothricin in the treatment of 


SUBJECT 


INDEX 


ulcers of the extremities due to. peri- 
pheral vascular disease, 227 
URETERS 
abnormalities: 
—clinical significance of congenital anoma- 
lies of the kidney and ureter, 296 
URETHRA 
—management of traumatic rupture of the 
urethra and bladder complicating frac- 
ture of the pelvis, 311 
URINARY TRACT —See also Bladder; Ureter; 
Urethra. 
—injuries of the urinary tract complicating 
fractures of the pelvis, 311 
UTERUS 
Surgery—See Hysterectomy. 
VASCULAR DISEASE 
—use of tyrothricin in the treatment of 
ulcers of the extremities due to peri- 
pheral vascular disease, 227 
VEINS 
Spasm: 
—venous spasm preventing blood transfu- 
sion, 335 
WAR SURGERY 
—early diagnosis of peripheral nerve in- 
juries in battle casualties, 241 
—gunshot wounds of the knee-joint, 326 
—penicillin in battle casualties, 225 
—war surgery in the Royal Air Force, 340 
WOUNDS 
healing: 
—role of allergy in delayed healing and in 
disruption of wounds, 220 
treatment: 
—treatment of burns and wounds with skin 
loss by the envelope method, 329 


WRIST—See Scaphoid. 
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